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of patients. Further analysis showed that the long distance 
of referral hospital from their residence was found to be the 
main complaint in 20 (17.1%) followed by odd hour duties in 
7 (5.9%), and long duty hours in 6 (5.1%) of cases. The next 
significant reason was denial of any treatment in 18 (15.4%), 
dependence upon their destiny or fate in 13 (11.1%), addiction 
for tobacco consumption and non‑willingness to leave this 
habit in 8 (6.8%), fear of time consumption in crowded 
government hospital or rush in getting medical treatment 
in 8 (6.8%), fear of diagnosis in 8 (6.8%) of the cases, no 
support from family and friends in 4 (3.4%), fear of teasing 
from friends and society in 8 (6.8%) and hesitation to 
accept treatment in 9 (7.8%) cases were some of the reasons 
explained by the patients behind the non‑compliance and 
acceptance of treatment. Even 12 (10.3%) of them gave their 
wrong contact numbers or the contact numbers of their friends 
during the first screening.

Screenings are organized for 3‑5 days, which is too short 
to build the confidence among patients. Local influential 
people/village administrative bodies should be included 
in motivation drive and should be convinced to volunteer 
themselves to provide means/and facilitate for treatment of 
patients, who are a farmer and labor. Senior bosses should 
be also approached to act as a figure head providing leave 
medical aid for those patients, who are in the job. For distant 
areas, a mobile van having the facilities for taking a biopsy on 
the site may be a good option for improving the compliance 
among patients.

Thus, cancer screening camps alone are not the solutions for 
any screening programs. A good awareness, involvement of 
local administrative bodies for follow‑up and motivation 
program should be started before initiating any such program. 
The reasons behind non‑compliance should be looked 
carefully and the problems should be worked out as far as 
possible for any successful screening program.
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Schedule H1: Is it 
a Solution to Curve 
Antimicrobial Misuse in 
India?
Sir,
Antimicrobials are one of the greatest medical discoveries, 
which have reduced the morbidity and mortality caused 
by infectious diseases in India. However, the irrational use 
of antibiotics leads to resistance, prolonged hospital stays, 
increased risk of adverse effects, and cost of treatment.[1,2]

In August 2010, Lancet reported the discovery of a new 
enzyme in India: The New Delhi metallo‑beta‑lactamase‑1 
(NDM‑1), which makes the bacteria resistant to all 
antibiotics including carbapenems.[3] In response, the 
Indian Government formed a task force for assessment 
and formulation of preventive measures against antibiotic 
resistance. Strict laws for rational use of antibiotics are being 
enacted upon by the Government of India in the form of a 
new addendum to the existent D and C Act of 1940. This 
schedule known as the “Schedule H1” is yet to be introduced 
by the Indian Government and is currently awaiting further 
clarification. The final draft of the proposed rule and 
amendment of existing D and C Act 1940 will officially be 
introduced in 2013.[4]

The CDSCO is formulating the new schedule and has 
recommended amending the D and C Act of 1940 to prohibit 
the over the counter (OTC) sale of 81 antibiotics, cultures 
and antibiotic sensitivity assays for suspected infections. 
These rules announced in March 2012, provided technical 
and regulatory operating procedures to clinicians for 
diagnosing and treating any infection. It mandated a red color 
Rx label warning to those 81 antibiotics, which exempted 
the pharmacies from selling them without a physician’s 
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prescription. Violation of the above recommendation may 
lead to spot suspensions or cancellation of the licensure to 
practice for the guilty party.[4]

The new schedule is not without shortcomings, since it 
includes antibiotics used in ophthalmic and ENT preparations, 
which have negligible resistance. Many antibiotics are 
available only in the tertiary care hospitals, but not in remote 
or rural areas. The proposed schedule does not discuss about 
the process of refilling the prescription. Since, many lifesaving 
antibiotics may no longer be available as OTC products, 
health‑care professionals have to formulate strategies to 
maintain their access and patient compliance.

Standard Treatment Guidelines (STGs) committee should 
come up with a set of official STGs for distribution among 
the registered medical practitioners (RMPs) and educational 
campaigns should be conducted among the public and 
health‑care teams to create awareness about the implementation 
of new regulations. Proper prescription guidelines about 
utilization of antibiotics, exemptions for remote areas where 
health‑care access is poor, proper packaging and labeling 
requirements should also be specified. Random checks of 
pharmacists dispensing the antibiotics and RMPs providing 
patients with physician samples prohibited for resale can reduce 
the misuse of drugs. Antibiotic stocks should be audited as 
black market value for antibiotics might rise, especially for 
antifungals, antiprotozoals etc., Frequent inspections should be 
conducted and accordingly reports should be submitted to the 
respective departments to ensure appropriate use of antibiotics. 
Sale of newer antibiotics should be allowed in other health‑care 
settings after training the health professionals in rational use of 
antibiotics.[5] Government should make mandatory prescription 
audit in each hospital by the Pharm.D and M.Pharm (pharamacy 
practice) graduates, which will generate employment for them 
as well provide an easy solution to curb misuse of antibiotics.

Along with inappropriate dispensing, government has to 
focus on implementation of laws that provide screening 
facilities for proper diagnosis of infections, prevent loop 
holes in existing laws that allow non‑pharmacist personnel 
into establishing and working in pharmacies, prevent 
self‑medication and promote awareness about appropriate 
usage of antibiotics among the public and health‑care 
personnel. There is a need for framing policies and 
implementing them as laws as part of the modifications made 
to the proposed schedule.
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Plagiarism: Trespassing 
the Grey Zone 
Between Searching and 
Researching
Sir,
One of the most heated debates doing rounds in the world of 
literature today is about plagiarism.

Walter Bagehot, physics and politics (1872)[1] once said “The 
propensity of man to imitate what is before him is one of the 
strongest parts of his nature.” The following joke definition 
attributed to Wilson Mizner circulates around the Internet: To 
copy from one book is plagiarism; from two an essay; from 
three a compilation; from four a dissertation.[2]

Plagiarism is the appropriation of another person’s ideas, 
processes, results or words without giving appropriate credit. 
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