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Avoid medical jousting please!
Dictionary meaning of jousting:.

A combat between two mounted knights or men-at-arms using
lances; to engage in a personal combat or competition.
Medical jousting means criticising the treatment that a patient
has undergone so far before consulting you.
The bitter truth is that majority of us have fallen at sometime or
the other, into this trap, be it an obvious remark or a subtle one.
Some of us do it through malice while others do it through igno-

rance, but our words make a permanent impression on the patient’s mind.

Some examples:
1. Oh! What has been done
2. “If you had come to me first, I would not have treated like this”
3. Your case has been spoilt ; nothing can be done now
4. Who gave you this scar? This could’ve been avoided!
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A few of us at teaching institutes, unknowingly, pass certain remarks to students in front of patients, indirectly poisoning the
minds of the patient and their families. Quite often, we comment
on a treatment of which we hardly know of anything. A simple
example: A patient who has undergone radiotherapy for cancer
cervix 20 years ago is visitng an ophthalmologist for cataract. During history taking when he comes to know that she has undergone
radiotherapy, he broadcasts that her problem is a side effect of Radiation. “Don’t criticize what you can’t understand.” Radiation was
offered to the pelvis and it has no bearing to cataract in eyes.

Implications:
Patients get disheartened about the treatment; they lose faith in
doctors and continue “shopping” for they are utterly confused as
to which doctor’s advice should be followed, and continue getting
increasingly disillusioned when they keep on getting conflicting
opinions.
They start criticising doctors and this so called “noble profession”
earns a bad repute.
This has indeed led to an increasing prevalence of medico legal cases. Remember, educated families do understand this art of medical
jousting and they may not form a very good opinion of the criticising doctor.
“Often those that criticise others reveal what he himself lacks.”
― Shannon L. Alder

How to avoid?
The first and the foremost thing is that one should take a resolution
not to pass any negative comments regarding management offered
so far. Remember that what you are doing to others, others may do
to you. Patients do take multiple opinions, and some of your brethren may speak ill of your treatment too irrespective of the fact that
you were right. “Maybe you who condemn me are in greater
fear than I who am condemned.”

If asked by the patient whether treatment done so far was not on
the correct lines, we may chose to keep quiet, or say that there are
multiple options and when one strategy doesn’t work, other has
to be tried in certain difficult medical situations. We should not be
judgemental. Your job is not to judge, Your job is to lift the fallen, to
restore the broken, and to heal the hurting.

I conclude with following poem:

“Once in a golden hour
I cast to earth a seed.
Up there came a flower,
The people said, a weed.”
― Alfred Tennyson,
The Complete Works of Alfred Tennyson

― Giordano Bruno
In times of rising number of medicolegal cases and ‘doctor battering’ by patient families, it is all the more imperative for medical fraternity to unite for each other rather that mud slinging.
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White lesion of the oral cavity…A diagnostic dilemma.
Oral cavity can house variety of white lesions but the problem
faced by the clinician is that the lesions are very similar in appearance. The patient comes to the doctor with fear and anxiety hence
it’s very important to ascertain the nature of the white lesion and
to differentiate amongst the normal variant, potentially malignant
and malignant lesions. Here we have discussed the common white
lesions of the oral cavity that a patient can present with to the
medical practitioner. This article will be in two parts the second
part will be published in next month’s edition.

Leukoedma:
• If a patient comes with greyish white opalescent patch on buccal mucosa which disappears of stretching, it is leukoedma (Fig1).
• This lesion is due to acanthosis and intracellular oedema.
• 90% of black adults and 93% of white population have leukoedema,
• No treatment is required as it is considered as a normal variant.

Fig 2: Linea alba

Fordyce’s granules:
• Fordyce’s granules are normal anatomical variation they are sebaceous glands present on the oral mucosa.
• Clinically they present as asymptomatic, slightly raised multiple,
whitish-yellow spots (Fig 3).
• The vermilion border of the upper lip, the commissures, and the
buccal mucosa are most frequently involved. They occur in about
80% of adults.
• The diagnosis is based on the clinical features alone.
• It requires no treatment.

Fig1: Leukoedma
Linea alba:
• If a faint white line is present on the occlusal line of the buccal
mucosa linea alba (Fig 2) should be made as a diagnosis.
• Mostly present in the people with slight overjet of molars and
premolars.
• It is due to slight occlusal trauma and no treatment is advised
for it.

Fig 3: Fordyce’s granules
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Tobacco pouch keratosis:

Non-homogeneous varieties

• A white patch or a wrinkled surface is present on the site where
tobacco is placed.
• Especially in the labial and buccal vestibule.
• The patient should be asked to quit the habit if the lesion fades after 2 weeks it should be diagnosed as tobacco pouch keratosis (Fig4)

Erythroplasia (Fig 6) which is a mixed white and red lesions with
velvety appearance it has a very high malignant transformation rate
of 18% - 47%.

Fig 6: Erythroplasia
Nodular leukoplakia
Fig 4: Tobacco pouch
Leukoplakia:

Nodular leukoplakia (Fig 7) has small white polypoid outgrowths
60% of these lesions are associated with candidiasis.

• The most common disorder found in smokers and tobacco chewers is leukoplakia.
• Its malignant transformation rate is 4% - 47%.
• Leukoplakia can present clinically as, homogeneous and nonhomogeneous types.
Homogeneous lesions (Fig 5) are slightly elevated white plaques
which is non-scrapable, it may appear fissured or wrinkled.

Fig 7: Nodular leukoplakia
Verrucous leukoplakia
(Fig 8) has corrugated surface. In proliferative verrucous leukoplakia (PVL): multiple keratotic plaques are present in the oral cavity
it has a high malignant transformative rate.

Fig 5: Homogeneous
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QUIZ:

Identify the lesion and give its
differential diagnosis?

Fig 8: Verrucous Leukoplakia
In this edition we covered the normal varients of oral mucosa and
frequently found lesions tobacco pouch keratosis and leukoplakia.
In the next edition we will discuss oral submucous fibrosis, lichen
planus, morsicatio, candidiasis and early oral squamous cell carcinoma which appears white in the initial stages.

Quiz Answer is on Last Page
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Director - Surgical Oncology, DHRC Research fellowship, DHRC
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RISE OF SUPERBUGS ! HOW TO STOP IT
Bacterial resistance to antibiotics is a stark reality across the globe,
including India. Antibiotic resistance occurs when germs outsmart
the drugs given to control them. In today’s healthcare and community settings, we are already seeing germs stronger than the drugs
we have to treat them. The challenges associated with controlling
antibiotic resistance particularly in a tropical country like India, are
many and multifaceted.
‘Drug pressure’ is the single most important factor in the evolution
of drug resistance. Whereas on one hand, antibiotics are necessary
for life threatening infections, on the other hand their overuse can
be disastrous in the long run. According to the World Health Organization figures, about 50 percent of all antibiotics that are prescribed and used are unnecessary and amount to overuse as well as
misuse. It is a well known fact that more the antibiotics are used,
more resistant bacterial strains are likely to emerge. Subsequently
the sensitive ones are killed and the resistant ones have genetic
advantage to proliferate and will take over.

result in infections that are difficult and expensive to treat. New
Delhi Metallo-Beta-Lactamase (NDM) is relatively newly identified enzyme in superbugs that makes bacteria resistant to antibiotics. Recently CDC reported death of an American woman who was
admitted several times in a hospital in India and was found to harbor a NDM-superbug. “The isolate from the victim’s wound specimen was resistant to 26 antibiotics, including all Aminoglycosides
and Polymyxins tested, and intermediately resistant to Tigecycline.
This has sent shockwaves amongst the medical professionals.

World Health Organization’s report found that India has one of the
fastest rising rates of superbug infections. To check irrational use
of antibiotics, the government has already introduced a ‘red line’
differentiating high-end antibiotics from other drugs. The move
is aimed at discouraging unnecessary prescription and over-thecounter sale of antibiotics causing drug resistance. High-end antibiotics should be used only for critical diseases and serious infections.
Misuse of such antibiotics for common health conditions help bacteria in developing resistance.

Antibiotic-resistant microorganisms are “nightmare bacteria” that
“pose a catastrophic threat” to patients. Antibiotic-resistant bacteria also known as superbugs, include methicillin-resistant Staphylococcus aureus (MRSA), vancomycin resistant Enterococcus
(VRE), extended-spectrum beta-lactamase producers (ESBL), and
carbapenem-resistant Enterobacteriaceae (CRE). These superbugs

The basic approach to slow down the spread of antibiotic resistance
is better targeting of antibiotics to those people who can benefit
from them. It will slow down the emergence of resistant bacteria
and prevent resistant infections. It also means not treating people
with non bacterial illness like viral ailments with antibiotics. Normally our body harbours resident flora (bacteria) which are called
commensals. Resistance can develop in these commensals and they
can pass the “resistance gene” to the disease causing bacteria.
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Judicious and systematic prescription of antibiotics - that is after
emperical initiation of treatment, switch over to the right Antibiotic for recommended duration after culture test report Strict adherence to ‘Antibiotic Policy’ based on the antibiogram pattern of
prevalent bacteria in the hospital, is needed along with hand hygiene and other infection control measures. In September 2016, the
U.S. Department of Health and Human Services has also launched
National Action Plan for combating these antibiotic-resistant superbugs. In India have National Infection control guidelines by
Ministry of Health and Family Welfare, which clearly outline the
protocol to prevent transmission of drug resistant bacteria. We
at DHRC monitor the antibiotics used based on antibiogram of
isolates and administer drugs according to the Hospital antibiotic
policy for both medical and surgical oncology patients. This prevents use of unnecessary expensive antibiotics and avoids antibiotic
resistance in pathogens.
Antibiotics are a limited and exhaustible resource. Without effective antimicrobials for prevention and treatment of infections,
medical procedures such as organ transplantation, cancer chemotherapy and major surgeries will be difficult to manage. We have

to understand that more the antibiotics we use today, they are less
likely to be effective in the future. Therefore, we should adopt
the principles of responsible antibiotic use, often called “antibiotic
stewardship”, a commitment use antibiotics only when they are
absolutely necessary to treat. Choose the right antibiotics; and administer them in the right dose and duration in every case. The
problem of antibiotic resistance can be minimized only by concerted efforts of all members of health care society.
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Quiz Answer: Lichen planus/Lichenoid reaction

CME ORGANIZED BY
DHARAMSHILA HOSPITAL
Date

Activity

Participants

Place

26.01.2017

Health Check-up Camp at
Pawitira Apartment

Dr. Niranjan Naik
Dr. Kanika Sharma
Dr. Deepika Dhamija

Pawitira Apartment, Delhi

28.01.2017

CDE at Apple Tree ,Raj Nagar,
with Indian Dental Association

Dr. Atul Srivastava
Dr. Sheh Rawat

Sharda Hospital, Ghaziabad

29.01.2017

Cancer Awarness Lecture
at Ram Mandir, Mayur Vihar Phase -1

Dr. Atul Srivastava

Shakhi Sheli , Ghaziabad
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INTERNATIONAL

GYNAE CANCER CONGRESS -2017
18TH & 19TH FEBRUARY

For details, kindly visit our website http://www.dhrc.in/icc2017
Contact Ph. No. 43066360, 43066356, 43066353, 9910238179 (Mrs. Anju Yadav)
E-mail : dhrc_conference@dhrc.in, dchrc@hotmail.com
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DHARAMSHILA HOSPITAL AND RESEARCH CENTRE
(Your Partner in Cancer Care since 1994)
Vasundhara Enclave, Near New Ashok Nagar Metro Station
Delhi – 110096 (India)

Patient Helpline : +91-11-43066353
Patient Helpline ( For International Patient) : 91+9818422922
E-mail id : contact@dhrc.in
Website : www.dhrc.in
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