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Where do I go if I want to read what Braunwald said? W 

hich book should I use to excel 

in clinical skills? What are my options post-MBBS? 

Whom should I ask? What if all that 

I gather is not exactly authentic? 

One night when these questions were haunting my mind, 

I sat with my Mac just 

Googling all the questions and trying to gather relevant 



answers. After an overdose of 

search results for 3 hours, I did what most college goers 

these days do- 

Call up 

another crazy friend of yours and blabber about all the 

time you just wasted. But no, 

this wasnôt a waste of time. I can definitely say that now. 

So while I was talking 

(cribbing) to this friend of mine, he added to it. Turns out 

he was least bothered 

because he knew he wouldnôt find any answers to this. 

Ha! The point is, someone was 

thinking about similar issues. A mutual friend of ours 

joined the conversation and she 

actually thought, ñWithout guidance, medicine is a 

bizarre course to surviveò. History 

has taught me one thing more than any other- 

the ones who think differently, try to 
change things or start something new, have always been 

called ótroublemakersô. 

 

They then came together as the founders of ñsomething 

literaryò. 

 

So from the vague idea of creating ñSomething Literaryò, 

to discussing the potential 

and the possible legal work, and other hard work that had 

to be put in, we planted the 

seeds of the first student driven All India magazine for 

the medical society. If you ever 

happened to Google this, youôd come across many 

journals, college magazines, 

newsletters, blogs but not exactly a medical magazine 



that focuses on both formal 

and semi formal content, and that is what we wanted to 

work on- 

something that 

didnôt already exist. We wanted to make that difference 

to every medical student aka 

potential doctors and contribute towards the betterment 

of the masses 

on the whole. 

We wanted to do what our motto says the best, ñWords 

can what Medicine canôtò. 

 

Then, from shortlisting different names like Sync and 

Parchment, came into existence 

ñLexiconò, which literally means concordance or a 

branch of knowledge. 

The ñweò that Iôve been talking about for so long is the 

only thing that brought us all 

this far. It refers to the other troublemakers and the co-

founders of Lexicon- 

Sakhi 

Shah and Abhijeet Sharma. Sakhi Shah, a medical 

student from Mumbai, an 

enthusiast, behind 

the camera person, and foodie, is the Director of Finance 

while 

Abhijeet Sharma, a medical student from Manipal, the 

man in suit, the hire-r and the 

fire-r, is the Executive Director of Lexicon. 

Like every loving father who pampers his daughters 

much and cares for their dreams 

more than their own, mine was no different. While 

discussing the idea of creating this 



medical magazine, my father patronized Lexicon and 

made the very fierce task of 

registering a magazine a cake walk. Lexicon is thus, an 

initiative of SRB Educational 

Trust yet an entirely independent entity. 

 

Soon after the proposal was passed by the board of 

directors and trustees at SRB 

Educational Trust, the troublemakers started doing what 

they were best at! We 

opened applications within a close circuit to build a core 

team that would work 

towards the big picture. Luckily, people like Spandita 

Ghosh, Raviteja Innamuri, 

Haymanti Saha, Caren Otadoh (our friend from Nairobi), 

Nikita Agarwal, Zenia Poladia 

and Geeta Sundar walk in the virtual world of 

Lexicon. Hours of phone calls, 

conference calls, Skype meetings, emails, drafts and 

more drafts later, did we finally 

come up with óThe Codexô-our book of bylaws and 

regulations aka the ultimate 

reference at Lexicon. So while the team was busy 

gearing up for the first edition óThe 

Cancerous Valentineô, the administrative heads were 

hunting for the man whoôd define 

us best on the web. After 3 months of the pursuit, we 

found our gem - 

Kaustubh 

Barde, an engineering student from Mumbai. That 

moment onwards, our excitement 

knew no bounds. Starting from engaging in random 

conversations to building an 



editorial of our own, it was another feeling altogether. 

With each passing day, as the 

team continued to add words to their thoughts and codes 

to our vision, we found our 

identity in a logo by a fresh fine arts graduate, Trupti 

Pendharkar. 
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Chapter one  

 
Central Hospital,  
New York, March 1973.  
 
  The clock showed four in the morning. Attending to 
patients in pathetic conditions  in the emergency ward 
relentlessly for the past 36 hours had left Dr. Owen 
drained, both physically and emotionally. The old table 
creaked, as Dr. Owen rested his head on it, hoping to get 
a few minutesô sleep. ñThe emergency ward itself is in a 
state of emergencyò, he grumbled, while trying to adjust 
himself and the table in a state of equilibrium. Dr. Owen 
was semi -asleep when he heard a distant siren and 
instinctively kn ew that it was for him. ñThere goes my last 
existing hope for a napò, he thought sullenly. 
  Sure enough, a minute later, the paramedics rushed in a 
stretcher with a woman barely breathing. With all the 
grogginess vaporizing into thin air, Dr. Owen rushed to 
the patient. One glance at her, and he sighed, ñAnother 
one.ò Her mouth was laced with froth, and he could spot 
myoclonic jerks in her hands. She was just out of a 
convulsion. Dr. Owen examined her. He noted pinpoint 

pupils and a blood pressure of 96/76 . ñI was right,ò He 
thought to himself,  ñOpioid toxicity.ò He then swiftly 
inserted a cannula into the dorsum of her hand and 
injected a good dose of Naloxone.  
 
  Dr. Owen watched grimly as the drug slowly took 
its effect. She was the third case of opioid poisoning 
in Central Hospital that night. With the Disco trend 
setting in, New York had seen an unprecedented 
surge in the number of drug addicts and alcoholics. 
He pondered over this malignant issue, he always 

did, when such cases arrived. Narcotics had 
w reaked havoc in the lives of the younger 
generation in the city.   
     Families were being torn apart, the number of 
depression cases was rising by the day. Barbiturate and 
alcohol abuse was rampant. The hospital was teeming 
with delirious drug addicts and  depressed alcoholics. Half 



of them were unwed mothers. Dr.  Owenôs mood turned 

more sombre with each passing minute.  
 
Chapter two  
 
    Gloominess was still lingering in Dr. Owenôs mind the 
next day as he prepared for his rounds. Little did he know 
that thi s gloomy chain of thoughts would soon lead him to 
the turning point of his life. He saw from a distance a 
nurse scurrying towards him. He quickened his steps. 
ñSiré theé the baby just wonôt stop crying, sheôs 
inconsolableé please help usò, the nurse said, gasping for 
breath. ñIôll be there in just a momentò, Dr. Owen 
answered, puzzled. He half jogged his way to the 
maternity ward. As he took a turn to reach the ward, he 
could hear the babyôs wails, almost as if screaming out of 
pain. ñStrange, babiesô cries do not reach this farò, he 
thought as he entered the ward. The neonateôs wails were 
abnormally high pitched. All the nurses in the ward tried 
to console the baby, but in vain. He turned to the babyôs 
mother to ask her whether she had breastfed her 
daughte r or not. ñI ainôt got no time for that, young fellaé 
tell that goddamn monster to stop cryingé she donôt stop 

crying since she bornò she said in a heavy Caribbean 
accent. Dr. Owen felt a deep sense of resentment towards 
heroin addicts. She was a known cas e.  
    Angrily, he left her bedside and took the baby in his 
arms. He could feel his anger making way for pity. He 
rocked the baby gently, while asking the Head Nurse for 
any other abnormalities. ñA lone episode of epileptic 
seizures 24 hours after birth,  Doctor. Plus, she has passed 
loose stools five times and vomited once since this 
morning.ò Dr. Owen nodded absently, his mind still on the 
baby, who now seemed to have taken a moment off from 

her incessant crying.  
    ñWhat could be troubling herò, Dr. Owen wondered. He 
thought of all possible conditions right from an 
uncomfortable nicker to congenital heart diseases. The 
very thought of the childôs mother made his heart ache. 
Hate for the drug had turned into anger. The babyôs 
helplessness had scarred Dr.  Owenôs usually tough mind. 



ñIôve seen similar kidsé Probably worse, but none affected 

me as much as thisé Oh wait, similar kids?ò Dr. Owenôs 
mind started racing, so did his heart. This was not the 
first time he had seen something like this. He recalled hi s 
days as a novice, still fresh in his mind, when the very 
sight of blood used to scare the daylights out of him.  
é A perplexed Owen watched wide eyed as his professor, 
Dr. Gordon held a month old infant in his arms. The baby 
was odd, with a small head, and an ear shattering screech 
called cry. ñSheôs born pre term, Owen. I want you to 
read out her motherôs history loud.ò Said Dr. Gordon. 
Owen flipped t hrough the file, ñUmmmé Chronic 
alcoholic? Nothing else is significant.ò Dr. Gordon smiled, 
ñDo you see any relation, Owen?ò He thought for a 
second, ñEthanol is small enough to cross the 
transplacental barrier. Is it really a teratogen?ò Dr. 
Gordon smiled  a bit more, ñThe baby also gets drunk, and 
when she doesnôt get a peg after sheôs born, she develops 
withdrawal symptoms, just like any adult. Neonatal 
abstinence syndrome , as it is called, when a baby is 
congenitally addicted to a substance.òé  
Dr. Owen smiled for the first time in days.  
 

Chapter three  
    Dr. Owen wanted to be sure of his hunch. He went 
back to the ward, with renewed enthusiasm and made a 
list of the symptoms he observed . 

¶ Seizures  

¶ Excessive high pitched crying  

¶ Sleep disturbances  
¶ Diarrhea  

¶ Vomiting  

¶ Fever  
¶ Increased muscle tone  

¶ Tremors  

¶ Poor feeding  
¶ Slow weight gain  

 

     He was certain that the poor baby was facing the 
repercussions of heroin withdrawal, but he was still not 



satisfied. ñIs that all? Or is there anything else?ò he 

thought. The re was only one way to find out.  
 
Chapter four  
 
   Over the next one year, Dr. Owen observed with eagle 
like eyes, every baby born to substance abusers. Every 
tiny detail would be penned down. He toiled hard to 
maintain comprehensive records.  
       A ver y important observation in his studies turned 
out to be the difference in the symptoms of the babies 
born to mothers addicted to different substances. Babies 
born to alcoholic mothers had a smaller cranial 
circumference as compared to babies born to heroin  
addicts.  
      Dr. Owen  was not sure whether he was supposed to 
feel happy with his survey, the fruit of his labor, but it 
sure was revolutionary. Dr. Owenôs study was far from 
complete. Lucy, the baby who was the trigger to awaken 
the giant within Dr. Ow en last year, had died. The news 
left Dr. Owen shattered. Lucy was definitely not the first 
infant death he had seen, but she was close to his heart. 
Dr. Owenôs heart used to melt every time he held her in 

his arms to console her. She had died suddenly. It  pained 
Dr. Owen to write SIDS in his list. He felt a lump in his 
throat remembering consoling her just the previous day. 
He vowed to find a cure for Neonatal Abstinence 
Syndrome. He focused all his sadness into his work to 
take his study to the next level . 
 
Chapter five  
 
Central Hospital,  
New York, March 1977.  

 
    The next couple of years were really tough for Dr. 
Owen. He observed the development of every child he had 
studied. There was one thing in common amongst all the 
affected children. All of them had mental retardation and 
behavioral problems, albeit of varyi ng levels. The next 
important observation was the direct relation between the 



degree of substance abuse during pregnancy and the 

degree of retardation of the child.  
    Most of the children were weaned off without any 
hassle, just requiring a quiet, dark environment and 
regular consoling. Then there were serious cases like 
Noah who werenôt responding to supportive therapy. They 
were the ones with higher exposure to drugs in their 
intra -uterine life. No amount of consoling would pacify 
them in the post nata l period. Developmental defects 
were very common, Dr. Owen had seen Noah and a few 
others in the cardiology department with patent 
ductusarteosus and valvular defects. Behavioral problems 
and mental defects were the hallmark of these cases. 
Many of them me t the same fate as Lucy. SIDS was 
directly proportional to the severity of the syndrome.  
    This was like a thorn in Dr. Owenôs flesh. ñI wanted no 
one else to see the same end as Lucy. I have failed my 
missioné Iôve failed Lucy.ò He thought, wiping a tear off 
his eye, as he sipped his coffee in the hospital cafeteria. 
ñSupportive care was a no-brainer. My aim was to find a 
cure. Iôve lost the war.ò He cradled the cup in his hands. 
ñWhatôs the point of all the toiling, the sleepless nights, all 
the analysi sé? I could have very well stayed in my 

department and out of this mess. All the bureaucracy, 
administrative hurdles and my own departmentôs 
workload never deterred me. But was it worth it?ò Dr. 
Owenôs morale hit a rock bottom. He raised his cup to 
take a sip. It was empty. As a coffee addict, he had cut 
down to three cups a day and planned to reduce his 
intake further, but he wanted one more cup at the 
moment. Allowing himself an indulgence he refilled his 
cup for the fourth time. ñI wish I had nipped this in the 
bud.ò He thought, as he raised his cup. His hands froze 
midair. A wave of euphoria entered through his head and 

left through his toes. He wanted to run all around the 
hospital screaming, but only managed to whisper 
ñEureka!ò  
 
Chapter six  
 



     A part of Dr. Owenôs frustration was due to the lack of 

Naloxone tolerance in Noah like cases, where adverse 
drug effects overshadowed the benefits of the drug. But a 
bizarre idea, gave Dr. Owen a spring in his step. He 
entered the ward with a swagger, and  the nurses watched 
in silent bewilderment as Dr. Owen aspirated a 
microscopic dose of Tramadol. ñFighting fire with fire!ò he 
explained to a horrified nurse. ñHeôs craving for feeling 
high so early in his life. His request cannot be ignored.ò 
He smiled, a s the nurses questioned his sanity. A 
microscopic dose was all little Noah needed to instantly 
stop wailing and peacefully drift off to sleep. Dr. Owen 
smiled triumphantly as he completed the first step 
successfully. He turned around to address the small m ob 
of nurses gathered around him to witness the 
unimaginable.  
    ñThe baby is suffering from withdrawal symptoms of 
heroin. Now, effective doses of Naloxone would be toxic 
for him. I injected a very tiny dose of Tramadol, an opioid 
analgesic, which would  have the same effect as heroin. 
The baby will sleep peacefully, so will you.The dose will be 
reduced progressively till a stage when the plasma levels 
of the opioid will be low enough to let Noah tolerate 

Naloxone well.ò The nurses looked at him wide eyed, any 
doubts of insanity vanished into thin air. ñItôs good to nip 
the addiction in the bud, isnôt it?ò Dr. Owen Smiled. 
 
Epilogue  
 
Doctorsô quarters, 
Central Hospital,  
New York, March 1981.  
 
     Dr. Owen sat in his balcony, sipping his second and 

last cu p of coffee. His seemingly unrealistic idea had 
worked wonders for kids once having no hope. All of them 
responded well. Anomalies were minimized to a very great 
extent, and the kids were leading a normal life. He smiled 
to himself as he recollected the pa st eight years. A lot of 
ups and downs, but worth it in the end. He was awarded 
the Best Doctor of New York in 1979 and Ambassador of 



Humanity Award in 1980. He gave numerous interviews 

on the importance of aggressive treatment and innovative 
medicine. Lif e was happy. However, he regretted his 
inability to save Lucy in the winter of ô73 throughout. ñI 
wish I could have done something.ò He thought for the 
millionth time. He dedicated all his success to Lucy. She 
was his inspiration throughout. ñThe battle is won,ò he 
thought. òBut the war is yet to be won. One of the effects 
is conquered, but the cause is still at large.ò He thought 
philosophically, and put his cup in the sink, resisting the 
urge for a third cup.  
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     "I  will drive the blue VW Polo car that my father gifted 

me two years back, after I won silver at the 2014 
Commonwealth Games in Glasgow. I will gift it (BMW) to 

my dad. He has sacrificed a lot for me," said Sakshi Malik, 
Bronze -winning champion at the Rio O lympics (insert 
#hashtags wherever you like, dear Reader), upon 
receiving the luxury car as a gift for her achievements. At 
this same fortuitous event, PV Sindhu won hearts world 
over for a second time in the same hour as her valiant all -

http://www.indiatoday.in/


guns -blazing bout for glory, when she picked up Marinôs 

fallen racket and put it away. Those hallowed incubators 
of outrage and impulsive proclamation alike, monitors of 
public diffraction and political discourse, keepers of the 
cool yet angst - ridden battlers of the calm, s wift - typing 
cynics combatting unfounded extra -mural criticism (Oh 
hey, Piers Morgan!), smartphone -wielding warriors with 
armchair launch -pads of intercontinental 140 -character 
ballistic missiles -  also known as the Indian Twitterati -  
promptly trumpeted that  these prodigious Indiaôs betis 
had a prodigious set of nuanced Indian values; alien to 
blundering Indian politicians, babus, film stars, Shobha 
De, KRK etc.  
     So what are these enigmatic óIndian valuesô, and why 
must they beg for a geographical distinc tion from other 
value systems; and is the distinction really only 
geographical? Abhishek Bachchan by way of witty 
repartee on The Oprah Winfrey Show (at a time when the 
honor of #trending did not exist), expressed his shock at 
this idea, sir ji:  
Oprah: ñThe both of you are living with your parents. How 
does that work?ò 
Abhishek Bachchan: ñDo you live with your family?ò 

(Oprah: No) ñHow does THAT work?ò 
     In India today, the power of choice is celebrated. Many 
choose to move out of their homes for work or  education; 
many choose to live with their families for the comfort and 
homeliness. From personal experience, the latter is also 
an economically wiser choice! As Indians, even in our 
rebellious teenage years, we donôt look at our parents as 
Us vs. Them. Th e Generation Gap exists, causes healthy 
friction, leads to fights/tears/yelling/silent treatment etc., 
but is also necessary; as anyone in their 20s armed with 
healthy amounts of hindsight and gratitude, and 

overwhelmed (largely by procrastination) by the life still 
ahead of them, will reveal to their directionless teenaged 
selves.  
     Parents who empower you to make your choices, 
who celebrate but take no credit for your successes, 
who donôt condemn your failures because they are 
yours to learn from, who believe your mistakes -  and 



not your parents -  will be your biggest teachers in 

life, who are happy to see you do well at things you 
care about but also know it is important for you to 
struggle, underperform, have bad days, and 
shoulder the responsibility on  your own; these are 
the kind of parents more concerned about who you 
become, rather than what it is you do; and that is 
the model of parenting we must advocate in society 
today. Parents who believe that everything has a price 
and also a moral boundary, an d empower you to decide 
where you draw the line and which prices are too heavy to 
be paid.   
 

 
 
     When I was conflicted by certain decisions with gray 
fringes, my parents laid down Sachin Tendulkarôs example 
for me. He was dismissed for a duck, yes, man y times; 
some say he doesnôt perform to his usual potential when 

under tremendous pressure, yes; but he was never ever 
implicated in any wrongdoing; and was ultimately 
bestowed the honor of carrying  our flag around the 
stadium when India won the 2011 World  Cup, despite 
scoring óonlyô 18 runs. We all have bad days, sometimes 
even long phases of hopelessness, but itôs about how you 



want to eventually go out. Whenever Iôve been faced with 

dilemmas, Iôve had friends and family around me to help 
guide my flounde ring compass. This is what family and 
friends are for -  becoming the magnetic field around you 
that guides your decision -making compass, yet never 
themselves becoming the pointer for you.  
     We all have had that over -achieving studentôs 
cosseting, helicop ter mom come up to us and say,  ñOh hi, 
actually na, our exams start just next week!ò blissfully 
ensconced in the delusion that the exam is as much a rite 
of passage for the parent as it is for the child. My parents 
never took away my cell phone or shut dow n my TV (a 
bone of contention I still pick with them when Iôm in 
having a hey -you -need - to -be-strict -with -me moment!), 
but they always told me that if I wanted, I could keep it in 
their drawers. In 23 years, I never have. And the ensuing 
consequences, good or bad, were always mine to face.  
     Is this the model of parenting I would adopt with my 
children some day? I donôt know. (My brother insists I will 
be a tyrant!) I do believe I would want to raise my 
daughter (yes, shocker, Iôm an Indian who wants a 
daughter!) to never need me in her life, but hopefully 
always want me there. I hope I have enough of a self -

identity to never use my childôs achievements or lack 
thereof as a yardstick for my own worth. I hope I have 
enough of a sense of purpose in life to n ot find myself 
living through my children or imposing my decisions on 
their life. Will I succeed? Is there anything like good 
parenting vs. bad parenting? Is it always trial and error, 
conflicts and resolutions, arguments and counter -
arguments, roles being  established and stepped out of, 
rules or lack thereof, Iôm-your -best -friend and Iôm-not -
your - friend -Iôm-your -mom? Is there a right way to raise a 
child or build a family? And can the right way also have a 

wrong outcome, or vice versa?  
     I donôt know. I have seen far too little of life to have 
the remotest semblance of an ideal here. But, I promise 
never to subject my children to the horror ofme sitting 
safely in my bedroom, yet somehow believing Iôm writing 
the same examination or playing the same footb all match 
as them.  



     UKôs óChild Genius 2016ôparticipants found themselves 

subjected to as much pity as their intelligence was 
celebrated, after the ópushinessô of their parents breached 
infamy. The eventual winner, Rhea, all of 10, was filmed 
being tol d by her parents that she could only go to Oxford 
or Cambridge. While we raise ambitious daughters today, 
poster -girl of female achievement and CEO of PepsiCo,  
Indra  Nooyi, once said ñYou really canôt have it all.ò 
     When this kind of realization does strike, it plunders, 
rocks the boat right into the swell of a storm that was 
once a seamless water - line on a white sandy beach; and it 
isnôt the Oxford or Cambridge degree that reinforces 
balance, it is your family and th e values they impart and 
stand for. Nooyiôs mother said to her "let me explain 
something to you. You might be president of PepsiCo. You 
might be on the board of directors. But when you enter 
this house, you're the wife, you're the daughter, you're 
the daug hter - in - law, you're the mother. You're all of that. 
Nobody else can take that place. So leave that damned 
crown in the garage. And don't bring it into the house. 
You know I've never seen that crown." Nooyi realized then 
that she would have to consciously r einforce support 
systems and coping mechanisms because ñHow can you 

do justice to all? You can't.ò 
 

 
 
     At times such as these, when prioritizing seems hard, 
delegating responsibility is as arduous a taskas trusting 
others with it, when so much is goin g on yet so little is 
actually happening, when youôre at sea and need to dock 
at multiple shores at the same time; Nooyi says, after a 



timely chastisement by her mother, ñWe co-opted our 

families to help us.ò 
     When youôre low, when youôre falling or failing, when 
youôre in trouble, the only light at the end of that tunnel is 
your family, illuminating your path, guiding you out of 
darkness, and being the beacon of hope for a brighter 
time still to come. When you find yourself alone in that 
tunnel, it is the character that your family has helped 
mould you into, that eventually helps you stand up, and 
make the right decisions, even when they may be the 
harder or less profitable ones.  
     Baumrind, in her research óBaumrindôs Parenting 
Typologyô, considers four elements that shape parenting 
outcomes -  responsiveness vs. unresponsiveness and 
demanding vs. undemanding. This lead to Maccoby and 
Martin's Four Parenting Styles, (for brevity of time,  quoted 
and condensed from Wikipedia at 
https://en.wikipedia.org/wiki/Parenting_styles ) as follows:  

 

1.  Authoritative Parenting: Demanding and 

Responsive.  

     A child -centered approach that holds high expectations 

of  maturity and self - reliance, yet p arents are usually 

forgiving of shortcomings.  Authoritative parents 

encourage independence, but within limits. Verbal give -

and - take is seen and children make decisions from their 

own reasoning patterns.  Punishments for misbehavior 

are  consistent, and not violent. Often the consequences of 

the child' s actions are discussed andmotive for 

punishment is explained, making this style of parenting 

fair and reasonable, with the best outcomes.  

 

2.  Authoritarian parenting: Demanding but 

Unresponsive.  

     It is a restrictive, punishment -heavy parenting style in 
which parents make their children follow their directions 
with little to no explanation or feedback, and focus on the 



child's and family's perception and status. Corporal 

punishment , such as  spanking , and shouting are forms of 
discipline frequently preferred by authoritarian parents. 
Advocates of this style believe that the sho ck of 
aggression from someone from the outside world will be 
less for a child accustomed to enduring both acute and 
chronic stress imposed by parents.  

     The child appears to excel in the short term, but 
developmental shortcomings are increasingly reveal ed as 
supervision and opportunities for direct parental control 
decline. Children who are resentful of or angry about 
being raised in an authoritarian environment but have 
managed to develop high behavioral self -confidence often 
rebel later on in life.'Str ict parents' or authoritarian 
parents more than doubled their teenôs risk of heavy 
drinking . Children retreat into escapist behaviors, 
including but not limited to  substance abuse, and are at 
heightened risk forsuicide . 

 

3.  Indulgent parenting : Responsive but  

Undemanding.  

     Parents are very involved with their children but place 
few demands or controls on them.Parents  are nurturing 
and accepting, but do not require children to regulate 
themselves or behave appropriately.The children will grow 
into adulthood not accustomed to aggression in others. 
Permissive parents try to be "friends" with their child, and 
do not play a parental role. Permissive parents also tend 
to give their children whatever they want and hope that 
they are appreciated for their accommodating style. So-
called 'indulgent' parents, those low on accountability and 
high on warmth, nearly tripled the risk  of their teen 
participating in heavy drinking. Baumrindfound that such 
children were immature, lacked impulsive control and 
were irresponsible. In better cases they are emotionally 
secure, independent and are willing to learn and accept 
defeat.  

https://en.wikipedia.org/wiki/Corporal_punishment_in_the_home
https://en.wikipedia.org/wiki/Corporal_punishment_in_the_home
https://en.wikipedia.org/wiki/Spanking


 

4.  Neglectfu l parenting : Undemanding and 

Unresponsive.  

     The parents are low in warmth and control, are 

generally not involved in their child's life, are disengaged, 

undemanding, low in responsiveness, and do not set 

limits. Neglectful parenting can also mean dismi ssing the 

children's emotions and opinions. Parents are emotionally 

unsupportive of their children, but will still provide their 

basic needs.Children whose parents are neglectful develop 

the sense that other aspects of the parentsô lives are more 

important  than they are. The parent and the child will 

never come to an agreement because the child will be 

resentful and the parent will show a demanding, with 

great authority side. This disturbed attachment also 

impacts relationships later on in life. In adolesce nce, they 

may show patterns of truancy and delinquency.  

 

     A study by Maccoby and Martin (1983) analyzed 

adolescents aged 14 ï18 in four areas: psychosocial 

development, school achievement, internalized distress, 

and problem behavior, and found that thos e with 

neglectful parents scored the lowest on these tests, while 

those with authoritative parents scored the highest.  

     In Kota, Rajasthan, a US$ 400million industry for 
exam preparation has fawned. Close to 200,000 students 
flock there to study in a h ighly competitive environment. 
More than 75 of them have committed suicide in the past 
5 years. Students in Kota have hanged themselves, set 

themselves ablaze and jumped from buildings. Most often, 
they cite being unable to cope with the intense academic 
pressure and the guilt of disappointing their families. Is a 
non -medical/ non -engineering career really such a bad 
prospect that children today give up on life itself before it 
has even begun? Do all doctors and engineers find 



success and happiness? Do peop le in all other fields only 

languish in the throes of dereliction and squalor?  

 
credit: Hindustan Times (article dated: 19 October 2015) 

 
     Yes, an education is oneôs ticket to opportunity, a 
beguiling passport to a better life, especially for the 
midd le class. But education is not only an IIT or an AIIMS 
degree. Education is as much about building character and 
instilling values, as it is about the coursework, classroom 
and out -of -classroom experiences. Exploring various 
passions, indulging in arts, sp orts and creativity in equal 
measure as problem -solving and logical reasoning, 
cultivating perspectives and opinions and having beliefs 
and unshakeable values -  these are equally if not more 
important than grades and scores.  



     PV Sindhuôs father has this to say to other parents, 

"We have been encouraging her right from her childhood -  
right from dropping her to the training center in the early 
hours of the day to giving emotional support. My daughter 
has completed her graduation  and is now pursuing a 
postgraduate degree. At the same time, she is performing 
well in sports. Every child has the inborn talent.ò Explore 
your talents, indulge your passions, and most importantly, 
enjoy the journey; because there never really is a final 
destination.  
 

 
 
     Neither life nor education ends at school or college, 
the struggle towards continuous self -betterment and self -
fulfillment is lifelong. Every time a school or college exam 
appears to be the most important thing looming large at 
the horizon, another one will be quick to follow. By the 
10 th  grade itself you will have lost count of how many 
tests you have written in your life! Life does not end at 
your 10 th  or 12 th  grade exam. It hasnôt even begun then! 
A mark -sheet is a reflection of y our performance in one 
particular construct at one particular point in time and 
space. It does not define you, it is a small part in the mille 
feuille that is your life, and in no way an indicator of your 
whole lifeto come. Parents must realize that withho lding 

their imprimatur in favour of óSharma jika betaô can be 
irreparably  damaging to a childôs self-esteem.   
 



 
  
     Books have been written about drop -outs reaching the 
pinnacle of professional success, engineers becoming 
theatre artistes, and actors g oing to medical school half -
way into their film careers. Indra  Nooyi herself is neither 
doctor nor engineer, she holds a Bachelorôs degree in 
Science. Your life has very little to do with what you 
study, and much more to do with the person you become.  
     Stress, even from self - imposed expectations, is normal 
in todayôs demanding world. As long as it is a source of 
motivation towards achievement and excellence, it has a 
positive role to play. A proclivity for negative coping 
mechanisms such as substance ab use and unhealthy 
relationships will only worsen your long term ability to 
control such situations. If you find yourself embattled by 
expectations and sinking under pressure, please 
immediately seek professional help. And always 
remember, that too shall pa ss. The night is darkest before 
dawn.  
ñIn three words I can sum up everything I've learned 

about life: It goes on. ò  

ï Robert Frost.  
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All play & No study makes a 

Jack a Dull Boy !  

(*Seems like a reminder note to a second 

MBBS student J) 
Saniya Sahasrabudhe 

II MBBS 

Grant medical college and Sir J.J. group of hospitals, 

Mumbai 

 

 

CREDITS: MEGHA CHOPRA 

     We know that good or bad is relative ,  

that ña relative ò decides what is good and bad for us, 

nonetheless we have to accept that it is all órelativeô at the 
end of the day!  
     One of my relative said it is best  to play with colony 
friends and not go outside, the other said it is better  to 
play on playgrounds yet another suggested that it would 
be good  if I would play with my friends in school itself 



cause my school embodied ñof academics and sportsò as 

its name suggested.  
     Me being original I decided to follow none ,  
I dedicated myself for the noble cause of ñSay No to 
Games, be a dull person insteadò.  

I, then , liked to assume that I pursued my passions  
Without knowing what ópassionô was and without 
ópressureô to ópursueô them. 
My mom says those were the better times when TV was 
the only distraction, then  came  the  Xbox.  
Now we have Smart phone (enough to make us dumb) all 
in one source of mass distraction.  

Making it extremely difficult for parents to keep a check 
and maintain a curfew.  
 
     I understand with so many modalities of 
recreation and fruitful entertainment, pokemon Go 
addict twitterati current generation of parents is 
ought to have a buzzfeed search about ó Top 10 
reasons : - How Play - stores overrule Play -groundsô. 
 
      
 

     First let me take a selfie, Second let me tell you 
the benefits of 1 hour playground (some empty 
place in the car - park) routine.  

× It changes brain. 

× Animal experiments have proven that play improves 

memory and stimulates growth of cerebral cortex . 

× It develops social skills.  

¶ Especially for those parents who donõt 

want their ki ds to be antisocial and rant 

endlessly on twitter.  

× It keeps you active.  

¶ (Helps you save on the fit -bit .)  

× It improves your academic performance  

¶ Helps in Math & reading: - helps in 

efficient executive function, both needed 



if you want your kids to pursue  

engineering followed by an MBA. 

× It improves focus.  

¶ Kids wont have difficulty meditating using 

5 minutes meditation apps.  

× It reduces stress . 

× It improves sleep  

× It improves ADHD related behavior.  

¶ (* I am no psychiatrist to tell this.)  

× Reduces aggression .  

× It foster s creativity  and problem sloving .  

¶ Good riddance from pinintrest DIYõs . 

× It makes you happy. (Free & easy access to the guru 
gita ,Eat Pray Love !)  

¶ [Added benefit your kid will learn swear words for 

free no special parent training required.]  

 
 
Now lets talk about video games and super hot 
virtual reality: -  

× They are producing better surgeons 

¶ Da vinci is bae ! 

× They may help people overcome Dyslexia. 

× They could improve your vision.  

× You might give a career boost  

¶ ( Only if you have a boss like Frank Underwood! I 

am pretty sure you donõt want such a ruthless 

pragmatic boss .If only  you were naïve and 

suicidal ? ) 

× Players can become fascinated with history..  

¶ ( I totally understand, Salman Rushdie and 

Ramchandra Guha are too boring .) 



× They may slow the aging process 

× They might help ease pain.  

× They help improve balance in MS sufferes 

¶ (I bet physiotherapists were taught videogames 

and programming in their curriculum.)  

× You will make faster decisions.  

× Acquired reflexes bro!  

× Might burst cravings.  

¶ (Chocolate is an idiot & fattening)  

× Gamers might be less likely to bully.  

× They may help address autism  

¶ A study has proven that sharing space with 

multiple players can also lead to increased social 

interaction.  

 

     ñ (Happen what may, if you read the list closely the video 
games might as well help you learn the proper usage of the 
×ÏÒÄÓ ȬÍÁÙȭ Ǫ ȬÍÉÇÈÔȭȢ)ȱ 

 
 

     I conclude that play - store, Hamleys or building 
with playground are all expensive in the city of 
Mumbaié 
 I would rather suggest that teach your kids  

× How to use google search productively .  

o Will definitely help them write good articles in 

the future.  

× Imbibe a fitness decorum 

o include them in your YOGA day celebrations  

× Healthy food habits   

o Say no to the drone delivery of the dominos 

cheese burst pizza ! 



× Make sure they learn any one thing from the 

following list so that they feel cool in their college 

life   

o (one foreign language , classical or modern 

dance or some music instrument.)  

× Heavens sake please sex educate your kids and talk 

about social media secu rity.  

o Or else Dr. Mahindra Wastsaõs column is going to be 

their afternoon read and pedophiles are gonna be 

their god fathers!  

  



What If It Was Your Own 

Child?  
Vaisli Shanmu,  

Final MBBS, 

Madha Medical College, Chennai 

 

 
 

29 th  August 2016,  
Sivakasi,  

Tamilnadu  
 

Dear diary,  

     I am turning 14 today. Should I be happy or sad? I 
wonôt be recognised as a child labour anymore when I 
complete 14, according to the law. I guess that makes me 
just ñlabourò instead of ñchild labourò. Did I mention how 
spectac ular I look today? Let me explain my appearance 
since you canôt see me.      Now I am looking at my feet: 
dark skinned, my finger clefts filled with gunpowder, some 
cracks here and there on my sole, and my toe nails are 
indescribable. Oh I forgot, no slipp ers. I think itôs been 4 
years since I wore any slippers. Anyway I donôt see the 
need for them. My hands: again silvery, greyish, blackish 



chemical powder all over up to my elbow. The backside of 

my right hand got red and started peeling off skin last 
week ésomeone told me itôs called a scald. Donôt know 
why thatôs happening. I am wearing my loose khaki 
coloured trousers with the last shirt my father bought me 
when he was alive.  
     Yes, My father. He was alive. Until that fire accident at 
the factory took away his life in 2012.  
    It not only took away his life, but my life too. My life 
was my school.   
     Meeting friends, playing with them, carrying a 
tiffin box, reading my favourite subjects like 
English, maths, and standing outside the class, the 
ringi ng of school bell, and I miss everything about 
my school days. I wish I could join school again. But 
if I join school, how can mom and I afford food? Thatôs 
why I work. No work, no money. No money, no food. So I 
work. Eight hours a day with a half hour lun ch break in 
between. Initially when I started working, my back started 
hurting because I had to sit for eight hours but now I am 
used to it. Basically my work is to fill in the gunpowder 
inside the firecracker and roll it. Thatôs what I do the 
whole day. D uring Diwali season, the working hours may 

extend up to 10 or 12 hours. But the one thing I donôt 
understand is that, even though mom and I both earn 
money, we donôt save any of them. May be we are being 
paid very less but I canôt find any other job in this town of 
fireworks industries. And you know, I no more work in the 
factory. I work at home. They told they had some 
inspections and sent us children to work at home itself.  
     Writing on you is the only happiness I get nowadays. I 
wish I had a differen t life, the one where I get to go to 
school, where I get to have my father alive, where I get to 
become a scientist, where I get to live happily ever after, 

where I get to live just like other kids around the world. 
But now, I am off to work. Goodbye.  
 



 
 

- Child labour. The International Labour Organisation 

(ILO) defines it as: work that deprives children of 

their childhood, their potential and their dignity, and 

that is harmful to physical and mental development. 

Many of us think that these things like Chil d labour 

donôt exist in todayôs society. But taking a look 

around, we will see them right in front everywhere. 

In laundry shops where we give clothes, in the 

mechanic sheds, in the beach selling sundal, on the 

road selling books and stickers, every morning  

distributing newspapers, in the hotel cleaning tables 

where we just ate, even in our office giving out tea, 

coffee, in our house sweeping and washing vessels. 

They are everywhere.  

     The physical, mental and social hazards of child 

labour are innumerable. From asthma, tuberculosis 

and upper respiratory tract infections in fireworks 

industry to other occupation related hazards, overall 

the growth of the child is totally destroyed. Also the 



verbal abuse they encounter will leave a permanent 

mark in their brains. According to the International 

Labour Organization (ILO), if child labour will be 

banned and all children get proper education, worldôs 

total income would be raised by nearly 22% over 20 

years. It will boost up the economy of our country.  

In India we make laws, only to showcase them, not 

to follow them. The Factories Act of 1948, The Mines 

Act of 1952, The Child and Adolescent Labour Act of 

1986, The Juvenile Justice of Children act 2000, The 

Right of Children to Compulsory and Free Educatio n 

Act of 2009. These all appear only to be acts but not 

actions. If they had been into implementation, child 

labour would have eliminated in India. Of course, 

there are strict rules in factories in some places and 

under child labour act the companies are m ade to 

pay huge compensations to fund for the childôs 

education. But that is not where the whole lot of 

child labour exist, they also exist domestically. We 

need more actions to stop domestic child labour.  

     There is something we, as humans, as literate s, 

could do for these pitiful vulnerable children. We 

could contact child labour helpline: 1098 or any other 

nearest NGO or police station to save the life of one 

child.  

Because remember , 

Ȱ#ÈÉÌÄÒÅÎ ÁÒÅ ÎÏÔ ÔÈÉÎÇÓ ÔÏ ÂÅ ÍÏÕÌÄÅÄ ÂÕÔ 

ÐÅÏÐÌÅ ÔÏ ÂÅ ÕÎÆÏÌÄÅÄȢȱ 
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Countertransference  
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I  am very fortunate to have been given the opportunity to 

present an aspect of psychiatry that I find fascinating. However, 
this is not a topic that is unique to only psychiatry. It is in fact 
prevalent to many others fields of medicine as well. In the 



foll owing article, I will discuss the concept of 
ñCountertransferenceò, and how it can be used as a tool to 
facilitate effective patient care.  

Have you ever wondered why you feel one way  about a 
patient and different toward another? Mental health professionals 
refer to the feelings we have toward the patient as 
ñcountertransference.ò  Originally described by Sigmund Freud in 
1910, countertransference is ña result of the patient's influence on 
[the physician's] unconscious feelingsò [The Freud/Jung Letters  
(1974) p. 231].  A patient may make us feel happy and excited, or 

alternatively annoyed and angry, which can even lead us to 
disliking them.  Physicians are human, and we are not immune t o 
having emotional reactions.  Without being consciously aware, the 
patient may instill a feeling inside us.  Recognizing this is vital .   

Before exploring the importance of being mindful of our 
feelings, we need to understand the types of countertransfere nce 
that exist.  

We classify countertransference in two categories: 
Complementary and Concordant. Complementary 
Countertransference is when our own  unconscious emotional 

memories get activated. For example, our past personal 
experiences influence the way w e feel about our patient. This can 
include parents, friends, ex boyfriends/girlfriends, children, 
teachers, etc.  
Concordant Countertransference, conversely, is what is intrinsic to 
the patient . This is not from the physicianôs own personal 
experience, and the countertransference is typically generalized to 
all providers working with the patient.  

Below are descriptions of two different patients.  Think about 
what feelings you may develop toward patient A, patient B, and 

why?  
Patient A: 20 -year -old Caucasian  female, unemployed, supported 
by her parents who are lawyers, presented to the ER by herself, 
saying ñI want to cut myselfò after her boyfriend of 1 week broke 
up with her today.  
Patient B: 88 -year -old Hispanic male, Spanish speaking, 
undocumented immigra nt, lives with son and sonôs wife, was 
brought to ER by family who have noticed increased confusion, 



decreased food intake, and inability to care for himself for the past 
4 months.  The delay in medical attention is due to patient not 
having any medical in surance.  

Factors such as age, race, gender, socioeconomic status, 
employment, and presenting complaint can influence our 
perspective of a patient prior to even meeting them.  

However , I would argue that allowing oneself to experience 
countertransference can  be used as a tool to better understand a 
patient, and consequently provide a more accurate treatment 
plan.   The following example is a personal anecdote of mine where 

countertransference was used successfully for treatment in an 
outpatient setting. Detail s about the case are altered to protect 
the identity of the patient.  

A 35 -year -old woman requested treatment for her severe 
anxiety. She was diagnosed two years ago with Multiple Sclerosis, 
remitting -progressive type, which caused difficulty with 
ambulatio n, inability to drive, and social isolation.  She was 
prescribed steroids by her outpatient providers and after 
developing palpitations, tremors and nervousness, her doctor 
prescribed lorazepam for steroid - induced anxiety.  She initially 

presented to me as  someone very polite and appropriate. After a 
thorough evaluation, I diagnosed her with panic disorder with 
comorbid steroid induced anxiety, and recommended to continue 
the lorazepam, start an SSRI as the first line treatment for panic 
disorder, and biwee kly psychotherapy. She immediately declined 
starting a new medication, stating: ñIôm just here for therapy, and 
I was told that I could get my lorazepam from youò. I validated 
her concern, apologizing for the miscommunication from a third 
party, and explai ned the benefits, the risks, and the alternatives 
to my treatment recommendation. She maintained that she didnôt 

have another anxiety disorder, disagreeing with my initial 
diagnosis, and the lorazepam is to help with the side effect from 
the steroids presc ribed by her other doctor. I explained that taking 
lorazepam as monotherapy for an anxiety disorder was not safe, 
and if the indication is treating a side effect from a medication, the 
provider prescribing that medication should manage it.  The 
patient sta rted belittling me, questioning how I arrived at that 
diagnosis after only speaking with me for 45 minutes, and then 



proceeded to express doubts over my credentials and position. It 
was then that I first experienced a negative countertransference 
toward he r. I, understandably so, became frustrated and angry 
with her opposition, and found her behavior to be rude and 
inappropriate, which yielded thoughts of not wanting to continue 
her treatment. Her defenses of devaluation and projective 
identification were p revalent, but I was able to recognize my 
countertransference and use it as a tool to understand her as a 
person.    

It became evident that my feelings developed secondary to 

her maladaptive defense mechanisms and personality pathology.   
Being aware of my c oncordant countertransference empowered 
me to recall the narrative of her life, and to better understand why 
she may have reacted this way. I quickly remembered the account 
of her recent break up with a narcissistic male 5 months ago who 
stole her money an d emotionally abandoned her.  Not only was 
she suffering from the chronically debilitating illness of Multiple 
Sclerosis, but she also suffered from an emotional loss. I 
empathized with her fear and panic, which was portrayed by her 
verbally insulting and devaluing me. I speculated she was 

subconsciously seeing me as a threat because I was someone who 
would take away the one thing that provides her with relief: 
lorazepam.  She was motivated to get treatment to help cope with 
her stressors, but rigid in how t o go about the process.   A person 
with healthy adaptive behaviors is able to control and regulate 
emotions during moments of contention. Her maladaptive 
behaviors, however, prevented her from doing so.  I effectively 
monitored my tone of voice, staying mi ndful of the frustration I 
was feeling, while simultaneously deescalating her irritability 
through validation and empathy.  

I understood her as someone who has low frustration 
tolerance and limited coping skills, which requires a strong alliance 
before trus ting another. If I would have continued my ñbattleò with 
her, she would have not returned for a second session, and 
unlikely would have pursued another mental health professional. 
We agreed to continue the lorazepam and readdress my initial 
recommendations  in the future.  This agreement laid the 



foundation of a strong therapeutic alliance, which will ultimately 
lead to a safe and successful recovery.   

Physicians are human, and in the field of psychiatry, it is both 
normal and resourceful to empathize with your patients. One 
cannot perfectly treat a patient unless they understand them, and 
allowing oneself to experience a degree of countertransference is 
necessary.  You will be fond of some patients, indifferent toward 
some, and feel hatred toward others. If we are honest with 
ourselves and accept the emotions that emanate, then we are 
effectively providing sufficient treatment and service to our 

patients.  
 óBe mindful. Be empathetic. Be greatô 
 
 

 
 

**********  



ñDoctor, it is an EMERGENCY !ò 

Dr.Nikhil Tambe,  
 M.B.B.S., ECFMG (USA) 

Emergency Medicine Resident  
Kokilaben Dhirubhai Ambani Hosital,  

Mumbai.  

 

     Working in challenging fast paced emergency department has 

been extremely rewarding! You never know who will enter through 

the door -  a patient with dog bite, a trauma victim, a VIP with 

couple episode of loose stools, a talkative lady with headache, a 

malin gering patient, a patient with stroke, a patient in respiratory 

or cardiac arrest or a brought dead patient. We need to be ready 

for any kind of emergency.  

     Who decides what an emergency is? Well, we do! Patients 

have this false belief that Emergency is a place for 

óemergentô doctor consultation. A fast track method for 



seeing a doctor!  I am sharing few memorable patient encounters 

that I had in the short span of my residency period.  

Dr. Google  

     It was a night shift; a couple arrived in the emergen cy with 

their 4 year old child. She was severely tachypneic with audible 

wheeze. Her oxygen saturation was in low 90s. Immediate 

nebulisation was started with supplemental oxygen. The saturation 

improved a bit, but wheeze continued to persist. She was not 

asthmatic, had an episode of fever couple days back for which the 

parents continued to give syrup paracetamol. Her respiratory rate 

had started to increase since a day, it was only when she had 

retractions of the chest wall, they googled the symptoms and 

arrived in emergency. Their small bundle of joy was getting tired, 

breathing heavily. The parents were primed about intubation, 

which was a setback for them. She had become drowsy and final 

decision of intubation was taken. She became better in 4 days 

with antibiotics and ICU stay and went home with a thank you 

note to the paediatrician.  

 



     Children are very prone to sudden deterioration. They have 

good compensatory mechanisms, but once they reach a threshold, 

all the vital parameters crash suddenly. It is always advisable to 

see a doctor and get the child evaluated at the earliest. We see 

many anxious parents of paediatric age group who come to 

emergency with minor complaints ranging from their child not 

sleeping, to one episode of fever and then there a re few who 

consult Dr. Google. It is advisable to consult a real doctor than 

Doctor Google for emergency!  

 

 

The ambulance patient  

     Being a quaternary care center, we receive many patients from 

different parts of the country that come for further evaluation and 

management. Most of the times, we receive a call of these 

ñexpected patientsò, but we are not always informed about the 

patientôs condition. These patients usually arrive at 2am- 3am; 

due to no road traffic, I guess. The patient is accompanied by an 

ambulance doctor, who is briefed in short about the patient 

history. The patient is invariably on one or two pressors. He is 

st able or unstable, who knows? There is a huge burden of 

transferring the patient ñAliveò to the higher center. The 

ambulance doctor titrates the ionotropes and keeps the BP stable.  



     As the patient is taken on our bed and monitors attached, 

vitals taken,  it takes only few minutes to decompensate. The 

relatives get anxious and furious at the same time, ñHe was fine in 

the ambulance, what happened to him so suddenly that he needs 

to be put on a ventilator?ò We understand the relativeôs concern! 

The sad stat e of our health system is transferring of unstable 

patients who many a times happen to be in a peri -arrest condition. 

Was the patient stable enough to be transferred? Was he stable to 

make a 3 -4 hour journey in the back of an ambulance? There 

could be many  reasons for this transfer; ranging from adamant 

relatives to administrative and legal hassles. The ambulance 

doctors are also working with minimum resources and insufficient 

experience. They try their best to keep the patient alive and take 

him to the hig her center at the earliest óuneventfullyô. It is 

important for any transfer that there is effective communication 

between the prior doctor taking care of the patient and the 

receiving emergency physician.  

     Building an effective EMS system, with well trained ambulance 

doctors is the need of hour. Generally the post of an ambulance 

doctor is filled up by an AYUSH specialist (Homeopathic, Unani and 

Ayurvedic doctors). These doctors must be trained and give n 

experience to handle any kind of emergency during transportation. 

Instead of shunning the physicians for their degree of BHMS, 

BUMS and BAMS; an effective government led training program 

can empower them to be excellent Emergency Medical Technicians 

with  adequate knowledge of the allopathic drugs.   

The ñto knowledgeableò relative 

     We occasionally come across relatives that act over smart. The 

reason being they are either óover educatedô or simply óscepticalô. 

Another reason being, the media that has created a ófalse imageô 

of doctors which has hampered the doctor -patient relationship. 



Movies are no less in showing doctors in a poor light. We received 

an elderly lady who presented with complaints of chest discomfort 

since 1 hour, ECG suggestive of infe rior wall myocardial infarction. 

Time is muscle. Inferior wall myocardial infarction is the deadliest 

of all the types of heart attacks, with very high fatality.  

     We explained it to the patientôs son, who was in a denial. He 

was laughing it off, think ing it to be a scheme for earning money 

by doing angioplasty. We gave the option of thrombolysis, but in 

vain. The outcome with early PCI is better as compared to 

thrombolysis in inferior wall myocardial infarction. He took his own 

time to take a decision,  during which we had given her anti -

platelets, reduced her pain, started intravenous fluids and 

attached her to a defibrillator. Fingers crossed!  

     One hour passed, he comes up and says, ñI would like to first 

consult a cardiologistò. Now, our patience was being tested, we 

had to document the delay, else we may get sued. We got in 

touch with cardiologist, who made him understand the importance 

of time; actually, he repeated the same thing that we said. 

Somehow, he gave us a green signal for thrombolysis.  The patient 

was thrombolysed in ED and shifted to ICU, with ongoing 

ionotropes for her hypotension. She underwent percutaneous 

coronary intervention (PCI) the next morning and was discharged 

home 10 days later. She had 90% right coronary artery occlusion.  

The son came and apologised for his actions the day after PCI. We 

were thankful that she went home better.  

     Documentation is of utmost importance in the emergency. All 

the documents are of legal significance. From the time of arrival of 

the patient ti ll the disposition, everything needs to be 

documented, for doctorôs safety, patientôs safety and the 

instituteôs safety. All the discussions with the patients as well as 



consultants needs to be documented along with time, date and 

signature for smooth func tioning. It is better to be safe than sorry.  

 

     Emergency  is a dynamic field, where one has to be a jack of 

all trades. It not just involves knowing the medical and surgical 

management, but also extensive patient interaction from 

explaining the manageme nt to breaking bad news. I am glad that 

I chose this field, where I can be part of a team that makes a 

difference, by actually saving lives.  

 

**********  

  



MOCKTALE: WELCOME TO THE 

ER  

Amogh Nadkarni  
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     Welcome to India, the fabled land of milk and honey. 

Currently, the land of beef bans and 4 -nights 3 -days packages to 

Agra.  Where the Dominoôs pizza reaches in 30 minutes but the 

ambulance takes an hour. Where the meaning of screaming, ñCall 

112! ò (Indiaôs recently adopted helpline) is the equivalent of 

screaming ñHelp -Helpò in a Bollywood B-Grade while a group of 

villains app roach menacingly.  

     Cholesterol and food are synonymous for Indians. It may be 

easier to measure the blood in cholesterol rather than doing the 

opposite. Unsurprisingly, we lead in the incidence of MI, in reel as 

well as real life, with serial actors c omplaining of chest pain at the 

drop of a hat. Well, who do you think theyôd ring up? 

     Emergency medicine, the Swiss knife of the medical fraternity, 

is a highly specialized yet immensely over -worked field. High 

adrenaline situations are a severe strai n on the nerves, and 

combined with patients whoôve developed acting skills from the 

best Bollywood has to offer, youôve got a potent combination. At a 

high profile press conference at the Jantar -  Mantar, emergency 

medical residents broke down. ñThe screaming.  The swearing. 

Constantly begging for free drugs. The refusal to take 

medications. Not keeping his arm with the IV straight. It became 

too much ,ò a 20 something male was quoted saying. With these 

working conditions in mind, The Society for Emergency Me dicine 



set forth a list of the most notorious patients likely to be 

encountered in the Indian ER and ways to deal with them.  

 

 

 

 

 

 

1) The Googler : Google and Indians go way back, with 

approximately 12% of Indians employed at various posts. Why 

should healthcare be different? Pain in the chest? Collapsed on the 

ground? Just ask Google.  

Antidote: Change the WiFi password STAT.  

2) The Horoscope guy : Suitable life partners are increasingly 

difficult to find, with worried parents thinking of innovative ways 

to find a suitable groom/bride. This kind of patient will wheel into 

the Emergency room, complain of chest pain, and try to set you 

up with his da ughter.  

Antidote: Introduce the gentleman to the wonders of 

matrimonial sites.  

3) ñDo you have the same in Ayurvedic?ò: Back off Baba 

Ramdev. You may have significantly eaten into Maggiôs profits, but 

when the patientôs relatives ask for Ayurvedic equivalents of 

Metoprolol, you know the health industry is in serious trouble. 

Antidote: A consult to the psych ward is a must.  

4) The Businessman : Visual analogue scale, possibly one of the 

most frustrating instruments of data collection, designed to 



frustrate the doctor and convince the patient he has a life 

threatening condition. Equating the 1 -10 scale with percentages, 

fractions and proportions is sure to fail, but equate the same 

figure to 100 rupees and watch the patient answer accurately to 

the nearest pa isa.  

Antidote: A round figure hospital bill.  

5) ñCan I get someone older?ò: 20 -something and ambitious, 

you stride purposefully into the ER, wearing a white coat and a tie. 

But in the mind of the patient, you might as well be a toddler 

playing with a toy stethoscope.  

Antidote: ñIf I look too young to be a doctor, you look to 

old to be a patient. Sign this DNR and letôs continue with 

our lives.ò 

6) Mr Clueless:  Complains of pain in the chest. When asked to 

point it out, points to the groin.  

Antidote: Dora  the Explorer may be the only cure .  

 

 

 

 

 

 

 

 

 



Authorôs note: Dark humour may be unwise. To the patient, we 

may sound indifferent, to the society, cruel. The danger arises 

when stereotypes dehumanize the patient, marring our sense of 

empathy. To laugh at the patient is to laugh at our helplessness, 

our fears and apprehensions. We laugh in the face of our fear of 

failure.  To this outcome, dark humour allows us to remain fully 

human professionals, treating and caring for our patients with care 

and empathy.  

 

        **********   

 

 

  



15 th {Apr} : - BEING WOMEN POWER OF XX  

 
The voice in my head, and its dramatic overtures. 

By Dr. Bianca Honnekeri, Grant Govt. Medical College and Sir J.J. Group of Hospitals, 
Mumbai, India. 

 
Scene 1. 
Woke up at 5am.  
Dang, forgot to buy the coffee yesterday. No caffeine = ñhey what year is going on?ò. No 
caffeine = no water into my system = ñHello there, afternoon dehydration headacheò. No 
idea of time/place/person + headache = Boss on fire. 
 
Finally, the algebra I learnt in 7th grade comes to some use. Thank you Mr. Pythagoras. 
Wait, wasnôt he the geometry guy? Anyhow, he was Greek. You know what else is 
Greek? Greek yogurt. And since I donôt have time for breakfast, that would be lovely right 
now. But who will get me some of that? 
OMG NOBODY LOVES ME. 
 
Bianca, FOCUS.  
You have to be at work. Alive. If possible, awake too. 
 
Scrambled over to work.  
Itôs 7am. Urgh! Must car horns be SO shrill at the crack of dawn? Itôs practically still 
yesterday, keep a boot on your toot, BuddyBoy, or Iôll show you some of what I can do.  
* cue Mean Face * Clearly I ainôt a morning person today, ya feeeeeel? 
 
Darned elevator is parked on the 25th floor, and my meetingé. Started 15 minutes ago. 
 * remembers joke from 2 months ago and half-smiles * 
Gosh, that Macallister thinks Iôm smiling at him! Creep! I-HATE-MY-LIFE. 
 
Meeting ends.  
Or at least I think it does. Not that it matters. Even if it didnôt, Iôd still have walked out right 
about now. Not that anyone would notice. Or care. 
OMG NOBODY CARES ABOUT ME. 
And darn, there starts off Mr. Heh Dake. 
 
Disclaimer: This pathology has been assigned the male gender by Biancaôs Brain Voice 
because it presently is convinced (and has been so since it was 5 years old) that boys 
have cooties. Its contempt is worsened manifold by the ugly realization brought on by 
global-enemy-of-womankind, Age; that boys are not visited by the Monthly Monster.  
 
Work is done.  
(At least to sufficient extent that procrastination doesnôt herald a suicide attempt 
tomorrow). 



Wouldôve loved to drive back home, but I donôt have enough fuel. I guess I didnôt look at 
the dashboard indicator in the morning, because my morning was punctuated by enough 
unsavoury, unparliamentary ñFòs by Biancaôs Brain Voice already. 
 
Customary overhead avifauna with poor bowel motion. 
Great, I used up all my tissues last week when I was on my period. No way to wipe this 
crap. 
Oh wait, I had Monthly Monster just last week?  
 
DAMN GIRL, YOU MEAN THIS AINôT PMS? 
 

 
 
Scene 2. 
On Photoshop. 
 
Step 1: Remove zits and spots. 
ñThere, now all I have to do is digitally alter my teeth, nose, mouth, eyes, eyebrows; and 
then paste on Angelina Jolieôs cheekbonesò 
 
Step 2: Alter complexion as per ideals of the vestige of society this photo will cater to. 


