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INTRODUCTION 

AETCOM means Attitudes Ethics and Communication skills. The Medical Council of India 

has brought forward new MBBS regulations from 2019 onwards. AETCOM is part of 

medical training.  All these years, there have been comments that in medical teaching, no 

Medical College is stressing on empathy and communication skills. The new regulations of 

the Medical Council are meant to address this issue. In order to understand the basics of 

AETCOM the student has to understand what it really means. The basic concepts are 

interaction with the patients, colleagues, associated laboratories, pharmaceutical companies 

and public. The most important of this is of course the doctor-patient relationship. I always 

start my training for the undergraduate student with the terms LTTA (listening, talking, 

touching and auscultation). I want to stress upon the importance of touching because 

nonverbal communication matters a lot in personal relationships particularly that between a 

doctor and a patient. In this paper, I am detailing some stories from my personal life and 

some explained in the publication of Medical Council of India.  

STORY 1 SPLENECTOMY 

One night when I was on duty as assistant professor of surgery in Trivandrum Medical 

College, at 12.30 am, a 53 year-old man was brought to the casualty. He was on duty in the 

KSRTC bus station, and was sleeping on the terrace. He suddenly fell down to the ground 

and became unconscious. He was brought in by a couple of his colleagues. On examination, 

he was pale with the haemoglobin of 4 gms%. Abdominal tapping found frank blood. This 

indicated splenic injury. The patient had to be rushed to the theatre for laparotomy within the 

golden hour; or else the patient would die. His group O positive blood was unfortunately not 

available in the blood bank. Time was running out. I am O+ve. I asked the patient to be 

readied in the theatre and went to the blood bank to donate a bottle of blood. When I returned 

to the theatre, the patient was ready. A fast upper midline abdominal incision showed gushing 

blood and a shattered spleen. Splenectomy was done and bleeding stopped. Blood was given 

and patient’s life was saved. Next day morning his wife came and profusely thanked for 

saving her husband’s life. Six months later the patient came to my house and offered Rs. One 

lakh, being 50% of the compensation he got for accident on duty. I refused.  

Point for Discussion: ALTRUISM – Selfless service without preconditions 

Lots of ethical issues were involved. In order to take up a patient for surgery and anaesthesia, 

consent and in this case high risk and consent is required. There was nobody to give consent. 

As per norms, one couldn’t do any procedure without the consent of a patient or relatives. I 

said, I would take the risk and perform surgery within the golden hour without consent. 

Secondly, is the surgeon bound to donate his blood for the patient before surgery? Certainly 



not. However, I took the decision on my own in order to save the life of the patient. Altruism 

means doing a job based on ethical commitments without looking for returns. 

Story 2 MARRIAGE PARTY BUS ACCIDENT ATTINGAL 

I was taking duty in the casualty of Trivandrum Medical College on a fine Sunday morning in 

the 1970s.  At 8:30 a.m., there was a call from the Police control room that a bus carrying a 

large number of people for a wedding had capsized into the river in Attingal. They requested 

that the casualty should be ready to receive patients. At that time, there was no mobile phone 

and very limited intercom facilities. At  9:15 a.m. sharp, there was a siren of an ambulance 

and the first ambulance stopped in front of the casualty. I ran to the ambulance. A trolley was 

rolled out. There was a beautiful lady of about 25 years, fully clad in bright coloured silk 

saree and having at least 50 sovereigns of gold ornaments on her body. Stunningly beautiful 

she was, but silent and not moving; she was dead. I did not know what to do. There is no 

relative; no bystanders; only the police personnel. I asked the body to be brought into a side 

room. Because of the presence of the gold ornaments, I was very jittery as somebody might 

steel the ornaments. I took the body to the side room and asked the trolley to be kept in a 

corner. By this time, I could hear the second siren. This time, it was a bigger ambulance and 

two patients were brought out. Both ladies were fully clad with full ornaments, but silent and 

ultimately dead. Both the bodies were brought to the room. There was no place for keeping 

the bodies on the trolleys. The trolleys had to be taken away. Soon more and more sirens 

were heard and soon the room was filled with 19 dead bodies, 17 ladies fully clad in silk 

sarees and with full ornaments on their bodies, some of them having their handbags held on 

their shoulders; 17 of them were ladies and two men. There was no more place for bodies to 

be put on the floor. I asked the nursing superintendent to lock the room and keep the keep. 

There was absolute silence in the room. Soon other Sirens were heard. More and more 

ambulances came and there were in total, one hundred and twelve people brought 19 of them 

dead. Most of them had drowned. The injuries were not very much. Resuscitation was started 

for the terminally ill. I understood the value of triage. The students were immediately called 

from the postgraduate and undergraduate hostels. Soon the casualty became crowded. By 

turns, the patients were shifted to the nearby wards for resuscitation, as there was no space for 

resuscitating all the patients in the casualty. After 1 hour, several vehicles started coming in. 

We started hearing the screams of the relatives of the people who are brought and they knew 

not who was dead and who was not. The relatives were panicky to know whether their kith 

and kin were alive or dead. There were no names available for the dead, because there was 

nobody to tell the names. One by one, the screaming family members had to be taken into the 

silent room to identify the bodies. It was then that I recognized that when somebody is lying 

supine and dead, even immediate relatives found it difficult to recognize the bodies unlike 

when we see a person walking around! I had to complete the coordination of the first aid in 

the casualty and then write police intimation and wound certificates of the 93 living patients 

and make arrangement of post-mortem of the 19 dead. I completed the job at 10 o'clock at 

night. The living patients had been resuscitated by then. Three of them were on ventilators.  

 



Point for Discussion: Professionalism in reality. 

That single day's experience gave me a life's lesson on how to organize a casualty in a 

Medical College. Later on 30 years later. I was the Casualty Superintendent of the hospital, 

where I created the Triage Hall in 2002, which currently functions.  

 

The lesson: Altruism (Selfless service). This lesson cannot be taught in a classroom. It can be 

taught only by actual practice by the teachers and the students actively involved in real 

professional life. This learning requires development of a professional personality, without 

greed, without self-interests and total commitment to the people whom you are looking after, 

dead or alive, looking after relatives of the dead patients, consoling them and helping them to 

tide over the crisis. A very important message to the medical student is the importance of 

interacting with the immediate relatives of extremely ill patients and dead patient. Crowd 

management will be mysterious experience to a new medical student. Such experiences make 

a true professional of the future.  

Story 3 LAPAROSCOPIC CHOLECYSTECTOMY 

Laparoscopic surgery was picking up in its infancy. Many Surgeons wanted to do 

laparoscopic surgery and picked up cases for cholecystectomy? In the present case, 

Laparoscopic cholecystectomy was performed on a 42 year old lady and sent home on 4th 

post-operative day. By the 10th day, the patient developed abdominal distension and returned 

to the Surgeon. The surgeon said that he had done whatever was necessary and nothing more 

needed to be done. The patient’s condition worsened two days later, but the doctor refused to 

entertain the patient. At that point, the patient went to another Surgeon, who found that the 

patient had peritonitis. Ultra sound scan scan showed full blood in peritoneal cavity. With the 

history of laparoscopic cholecystectomy 12 days ago, biliary leak was suspected. Immediate 

laparotomy showed full pus and indurated mass at the site of the laparoscopic 

cholecystectomy area. After opening up all pockets of pus, drain was put and the patient 

survived. One and a half months later, jaundice was obvious and she had to be reopened. 

There are six metal clips passed through the common bile duct. This was apparently to stop 

the bleeding during the laparoscopic cholecystectomy from the cystic artery. There was a 

total block of the common bile duct. All the clips were removed, but it was not possible to 

open up the common bile duct, due to fibrosis and stricture. Jaundice persisted and she had to 

undergo three surgeries later on in a span of 14 years and ultimately died of liver failure 

because of the persistent obstruction and fibrosis. 

Point for Discussion: Professional Negligence.  

The story is self-explanatory. When Surgeons perform Surgery only for financial benefits, 

they will not have the patience to accept responsibility and take care of the patients for 

complications following Surgery. 

 

 



Story 4 LAPAROSCOPIC APPENDICECTOMY 

A 10 year old girl was admitted to the Paediatrics ward for pain abdomen and fever of seven 

days. Acute Appendicitis was diagnosed and transferred to the Paediatric Surgeon, who was 

starting to do laparoscopic surgery. Laparoscopic appendicectomy was performed and the 

excised tissue was shown to the parents as appendix. It was however not sent for 

histopathology. Patient was discharged on 4th post-operative day. On tenth post-operative 

day, the child was still unwell and returned to the Surgeon, who said that these were common 

after surgery and give a second course of antibiotics. Two days later, the child’s fever 

increased and was taken to another hospital. Ultra sound scan showed a collection of pus in 

the right ileac fossa and a long tubular structure in the middle of the mass. Extra peritoneal 

drainage of pus was done and the patient was relieved of the fever. Six weeks later, the 

patient came back with pain in the right side of the abdomen, which clinically tallied with the 

features of acute appendicitis. Immediate Laparotomy showed a long and tortuous inflamed 

appendix. Histopathology reported full appendix. The parents wanted to sue the original 

surgeon, but they were dissuaded from legal moves with great persuasion. 

Point for Discussion: Professional Arrogance  

Surgeons should have humility. Any Surgeon could go wrong while performing any 

procedure. The patients should not be driven away when they come with problems in the 

post-operative period. Second opinion of even junior colleagues can be very valuable and 

assuaging the hurt feelings of the patients and relatives. 

Story 5 HYSTERECTOMY 

A 54 year old lady consulted the Gynaecologist for mass abdomen. She was identified to 

have a larger fibroid and was advised hysterectomy. Following hysterectomy, on the 7th post-

operative day, the patient felt discharge from vagina. Investigation showed it to be a uretero-

vaginal fistula. The Gynaecologist herself referred the patient to a Urologist. The Urologist in 

turn ridiculed the Gynaecologist and told the patient’s relatives that this was a clear case of 

medical negligence. Ureteric reimplantation was done and the problem solved. The patient 

filed a case against the Gynaecologist. Expert said it is not negligence. Shaw’s text book of 

Gynaecology mentions injury to ureter as complication of hysterectomy. Case was rejected. 

Point for Discussion: Medical Jousting.  

Doctors should not pass critical comments of previous doctor’s action in front of the patient. 

There should be a distinct distinction between error in decision making or action and 

negligence. 

Story 6 Haematemesis  

An 18 year old well-built well-nourished girl was brought to the casualty on a Sunday 

morning, when I was taking duty as a tutor in Surgery. The girl gave a history that she had 

vomited frank blood once in the morning. I have a tendency to brand any female as functional 

and an 18 year old well-built girl was considered to be functional by me. However, I have a 



rule never to brand anybody has functional unless otherwise proved. So I admitted the patient 

in the observation room and gave a pint of fluid for observation. I told the relatives that we 

cannot confirm the authenticity of the girl’s statement, as there was no reduction of 

Haemoglobin, drop in blood pressure or tachycardia.  Two hours later, the sister came 

running from the Observation room shouting that the girl vomited blood again. I rushed to the 

patient. The whole room was splattered with blood and the girl collapsed. BP was not 

recordable. We tried resuscitation and administered four bottles of blood continuously. The 

patient died after four hours. After death, the mother told that the girl had taken one tablet of 

aspirin the previous day for body pain. 

Point for Discussion: Never brand anybody as functional. 

Doctors should not criticise patients that there is no disease, just because he can’t identify a 

diagnosis in the patient. Diligence is required in managing any functional or hysterical patient 

or bystander. When in doubt, the patient should be observed for sufficient time till the patient 

and relatives are convinced about your opinion. 

Story 7 LYMPHOMA 

A 57 year old lady was brought by her husband with a swelling in the right side of the neck 

Fine needle aspiration cytology and other basic investigations were inconclusive and the 

surgeon performed gland biopsy and asked the bystander to bring the report of the biopsy. 

Ten days later, the husband came with the report. The description of the microscopic 

appearances did not tally with the final diagnosis in the report. On closer scrutiny,  the 

diagnosis was corrected with a white marker. The husband changed the final report from 

Lymphoma to Tuberculosis. The husband felt that his wife will not be able to withstand the 

reality that she was suffering from cancer. He was pleading with the doctor not to mention 

the term cancer.  

Point for Discussion: Withholding information. 

This problem arises in certain situations The doctor will have to decide on withholding the 

information in order to keep the patient happy till death. The feelings of the immediate 

relatives will also have to be taken into consideration. However, necessary investigations will 

have to performed and proper treatment administered. Many patients or relatives refuse to go 

to the cancer centre for this reason. 

Story 8 TIRED SURGEON 

A surgeon had a very long tiring day in the operating theatre starting at 8.00 am and ending at 

9.00 pm. He rushed home had a quick dinner and went to sleep, telling his wife not to disturb 

him. Half an hour later, there was a knock on the door and a frantic man was panting and said 

his wife was seriously ill and needed to see the doctor. The doctor’s wife told him that he 

doctor was tired and did not want to be disturbed. The husband got agitated initially pleading 

and went on to stronger wordings in his panic. The doctor’s wife would not budge. The 

commotion became so much that the surgeon was awakened. He put on his clothes and came 



out. The patient’s husband was pleading. The surgeon had to examine the patient. She had 

functional dysarthria! 

Point for Discussion: Personal privacy. 

The doctor by dint of his profession is a public property. Doctor has to respond to the request 

of people in agony. Food, sleep and rest are not part of professional rights of doctors. 

Story 9 EPILEPSY  

An eight year old boy is brought to the casualty with convulsions. He was a known epileptic 

and was controlled with proper anticonvulsants. The parents were very pleased. Two days 

later, as the patient was settling down, the parents came and told the doctor that they wanted 

to take away the child to a sorcerer as he had told the parents that the child is inflicted with a 

bad soul and that soul has to be cleared from the body in order to prevent such convulsions in 

future.  This needed some religious practices. So against the advice the child was taken away.  

Point for Discussion: Autonomy 

The doctor did his professional duty. Any patient has the right to go to any doctor or hospital 

and also to go out of the hospital at any time. The doctor can only suggest treatment. He can 

perform investigations or treatment only if the patient is agreeable. Decisions can be taken by 

the doctor only in emergency situations, when the patient is not physically or mentally in a fit 

condition to take decisions and the relatives are not available. 

Story 10 BREAST CANCER  

A 27 year old unmarried lady consulted me with complaints of pain in the left breast. There 

was no definite relation to her periods. I diagnosed the case as Fibroadenosis and 

administered medications. The patient would come for regular follow up and developed a 

trust in the relationship. I told her that fibroadenosis is psychosomatic illness and that it will 

pass off once she got married. She however told me that the size of the left breast was 

gradually getting bigger. On examination, there was no definite lump palpable. I did an 

FNAC which proved negative. During the regular visits the complaints persisted and I went 

on doing FNAC on 8 occasions in the succeeding one year and all proved negative. I was 

feeling very distresses as the breast was gradually becoming larger and thicker. Second 

opinions were obtained and everybody agreed that there is no evidence of malignancy. At one 

subsequent visit, I decided to do an incision biopsy. The result was high grade infiltrating 

ductal carcinoma. It was not operable. She had chemoradiation, but died within six months 

due to severe jaundice from secondaries in the liver 

 

Point for Discussion: Late diagnosis 

Where did I go wrong?  

 

 



Story 11. HIV 

One a husband met his wife’s obstetrician as the patient was in labour pains. He told her that 

he was suffering from AIDS. He recognised that he was HIV positive that day. He admitted 

that he had extra marital relationships earlier, but now he had completely stopped. He did not 

want his wife to know about this as he was afraid that his child going to be born would have 

to live without a father. He was pleading. 

Point for Discussion: Late diagnosis 

What should the doctor do? Should he inform this to the wife or not? Professional privacy is 

the question. My answer is we need to tell the wife and we need to tell the society because the 

society is at risk in such a situation. We cannot protect the patient for this situation because 

the others are at risk.  

Story 12. GERIATRIC CARE 

A junior doctor wanted to do service, While he was starting a temporary practice in a rural 

hospital, an 87 year old lady was brought to him for age related maladies The lady said it was 

very difficult to come to the hospital every day and requested the doctor to come and see her 

at her home. The doctor wanting to do service immediately agreed. Every day the doctor 

would go to the lady and spend time and they established a very close relationship - a 

relationship of trust, love and empathy. The lady was extremely happy and the doctor was 

extremely pleased that his services were beneficial to the patient. There was a caretaker at 

home to look after the lady during the rest of the period. A few months later, the lady told the 

doctor that she felt she was going to die soon. She had an estate and had no immediate family 

members. She wanted to call a lawyer to execute a deed handing over 50% of her properties 

to the doctor and the rest to the caretaker. The doctor was completely astonished and was 

unsure about the rightness of accepting the offer. The deed was made and the lady died soon 

after.  

Point for Discussion: Vulnerability 

The problem here is establishment of trust and vulnerability of the relationship. My answer is 

that the doctor should accept the offer. However, in reality, as soon as the patient died, some 

relatives came to the doctor and asked for reversal of the deed. The caretaker has already 

gone away with half of the property. The doctor used his discretion and wrote back the assets 

handed over to him to the relatives. I feel that what the doctor did right, both in receiving and 

also in handing over the property to the relatives when they came demanded. 

 

Story 12. VENTILATOR 

A 70 year old lady was brought to the casualty with severe chest pain. Her husband 

had died long ago. She had one son was living in America. He was a very businessman and 

used to visit her once a year. He used to talk to her every day. The patient told the doctor that 

she had completed all her assignments in life, and wanted to have a peaceful death. She did 

not want to be put on ventilator. She was admitted and the son was informed. The next day 



she developed cardiac arrest. As she was becoming unconscious, she pleaded with the doctor 

not to put her on ventilator. Her son was at the airport in New York. He pleaded with the 

doctor to do whatever was possible to save the life of his mother. The doctor found it difficult 

to take a decision. He put the patient on ventilator. The son reached the intensive care and 

thanked the doctor for saving his mother. 

Point for Discussion: Autonomy vs beneficence 

Here the problem is conflict of performance - autonomy versus beneficence. Autonomy is the 

desire of the patient. Beneficence is what the doctor feels best for the patient. If I had been 

the doctor, I would continue the ventilation as per the desire of the son. 

Story 13. CABG 

A 56 year old man was brought to the emergency with severe chest pain. The doctor on duty 

suspected myocardial infarction. ECG confirmed the diagnosis. The cardiologist was called 

in. After examining the patient he suggested angiography and angioplasty if possible and 

probably bypass surgery immediately if there were more than three blocks in the heart 

vessels. The patient was conscious and he told the cardiologist that he would like to get a 

second opinion from his family physician of more than 30 years. The cardiologist was very 

upset that the patient did not have confidence in him. He said he was not any more interested 

in treating the patient any more. The patient went away. 

Point for Discussion: Patient’s Rights 

The problem here is questioning the patient’s rights. The cardiologist was wrong in insisting 

that the patient should just obey his orders. Patient autonomy indicates that without the 

consent of a patient, no doctor can administer any treatment. 

EPILOGUE 

 

Every reader can decipher for himself, what is the right decision at the appropriate situation. 

Medical ethics will flourish if these messages are passed on to the incoming medical students 

by the teachers showing off as role models. 

 


