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Virtual physical examination in video consultations:
A valid inspection component of physical examination?

The use of telemedicine to provide consultations at remote places is
possible these days with advances of digital technology in audio,
video, messaging, chat, especially in synchronous mode. Among the
available modes of communication, video consultations (VCs) are
more appropriate for remote consultations in view of better examination
that is reassuring to the treating doctor. VCs provide real-time
audiovisual assessment of the patient and enable appropriate treatment.
VCs offer potential advantages to patients (in terms of cost and
convenience of travel) and the healthcare system (cost-effective).
Telemedicine is used for consultation1 and on-consultation training
(for primary care physicians)2 models.

One of the contentious issues among physicians in the direct-to-
patient, bi-directional live, real-time VCs is the inability to perform
a complete physical examination. A complete physical examination
consists of general and systemic physical examination. A general
physical examination includes examination for pallor, pulse, oedema,
nutrition, nails, skin, hair, cyanosis, icterus and lymph nodes. A
systemic physical examination is a detailed examination of the four
major systems of the body: respiratory, cardiovascular, gastrointestinal
and nervous systems. The four methods of physical examination are
inspection, palpation, percussion and auscultation.

We propose a new concept of ‘virtual (inspection) physical
examination’ (ViPE) specifically for VCs. A stand-alone live VC
provides an excellent opportunity for ViPE, a partial physical
examination that includes only the inspection part of physical
examination where inspection on rest as well as inspection on
instruction (tremor, deglutition, gait, etc.) can be carried out. A ViPE
can also assess the side-effects of medications such as extrapyramidal
symptoms (tremor, slowness in gait, even akathisia and dystonia).

There is a need to evolve the methodology to validate the concept
of ViPE in different clinical scenarios. The three possible methods to
validate ViPE could be: First (subjective method), during an ongoing
VC, clinicians may be asked to rate, on a 5-point Likert scale, the
experience of ViPE in comparison with in-person consultation in case
the same patient visits him/her: worst, worse, similar, better and best.
Second (objective method), on experimental basis, examine patients
by one clinician first in a ViPE followed immediately by an in-person
inspection component of physical examination and compare both
findings. Third and last (comparative method), examine the same
patients in a ViPE by one clinician and by an in-person inspection
independently by another clinician and then compare both findings.
Validation of VCs with a scientific method will provide confidence not
only to the clinician but also to the patient.

There is a need to adopt various techniques and scales related to
in-person consultations to a newer mode of VC for future medical
practice. For example, the Unified Parkinson’s Disease Rating Scale
was created specifically for telemedicine based on visual impressions
only and it has shown higher reliability and validity.3 Similarly, we
suggest disease-by-disease adaptation to integrate VCs in future
clinical practice across primary care and specialist care.

In the present Covid-19 pandemic, some countries such as the USA
and India encouraged the use of telemedicine as a method of infection-
free teleconsultations for both doctors and patients. We believe that
Covid-19 should act as a catalyst for exponential increase of VCs in
clinical practice across the globe.4 Hence, the concept of a ViPE is more
important to build confidence among telemedicine-naïve physicians.
A telemedicine training programme for future physicians shall integrate

into ongoing and prospective undergraduate medical and residency
programmes. Advances in technology may integrate the remaining
important methods of physical examination such as palpation and
auscultation into telemedicine consultations in the future.
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History of medicine in the undergraduate medical
curriculum in India

I read the article, ‘History of medicine in undergraduate medical
curriculum in India’ by Ahmad, Kant and Gupta, with great interest.1

I wish to highlight a few points. I think we must sensitize our young
graduates regarding our rich legacy in the field of medicine and the way
practice and ethos of medicine have evolved over the millennia. The
authors have well argued the necessity to teach history of medicine
citing the discovery of ether, smallpox vaccination, role of citrus fruits
in preventing scurvy, how cigarette smoking was found to have a link
with cancers and about our great ancient surgeon, Sushruta, considered
to be the Father of Surgery in India. I may point out that Sushruta is
not only the Father of Surgery but he is also credited to be the Father
of Plastic Surgery, the first one to describe the entity of diabetes
(madhumeh: honey-like urine) and the one who advocated exercise for
the prevention of diabetes.2 Besides Sushruta, there are two other great
ancient physicians, Caraka and Vagbhatt, who have made enormous
contributions to internal medicine popularly known as ‘Kaya Chikitsa’.
The trio, Sushruta, Caraka and Vagbhatt are known as Vrihattryi (the
three greats) of the ancient system of medicine.

The authors have rightly advocated the need for 4 hours of lectures
in the first 6 months of the entry year of MBBS and then integrating
historical perspectives in each discipline at appropriate points.
Interestingly, the authors have given a comprehensive table on
teaching of history of medicine in the top 25 medical institutions of
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India including Banaras Hindu University (BHU) and Jamia Hamdard,
New Delhi. It may be mentioned here that BHU had envisaged
including some formal classes on history of medicine in its medical
college from its inception in 1960, but ironically the then Medical
Council of India did not approve of this and BHU had to reluctantly
drop this proposition.3 As regards Hamdard Institute of Medical
Sciences and Research, it had made a humble beginning to sensitize its
students from the first year (1961) by having an introductory lecture
on History of Medicine by the dean of the institute. Further, its various
corridors have mounted portraits of great physicians in disciplines of
anatomy, pharmacology, pathology, medicine, cardiology and
community medicine and surgery.4 It is heartening to note that such
a practice is one of the recommendations put forth by the authors. One
may say that by teaching the history of medicine to our young
graduates in their formative years, we are not only enlightening their
minds with our noble heritage but also igniting their grey cells for future
challenges and discovery.
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Informed consent during Covid-19

We intend to bring the attention of readers to ethical issues for
researchers working on Covid-19-related projects. According to the
National Ethical Guidelines for Biomedical and Health Research
Involving Human Participants by the Indian Council of Medical
Research (ICMR) 2017, an informed consent is a prerequisite before
initiating any research on human subjects. The consent is considered
as complete, valid and meaningful when it satisfies all four criteria of
information disclosure, competence, comprehension and voluntariness.

The consent can also be waived by an ethics committee (EC) in
certain situations when research involves less than minimal risk,
retrospective studies, public domain data, humanitarian emergencies
and disasters, public health studies, surveillance, programme evaluation
studies and situations where research cannot be possibly carried out
without waiving consent.1

The National Health Service has accepted a ‘Joint Statement on
Seeking Consent by Electronic Methods’ in 2018 with a primary focus
on clinical trials. It discussed electronic signatures as ‘simple’,
‘advanced’ or ‘qualified’ depending upon the true identification of
person who signed, time of signature, no alteration in signature and
justification through demonstration if required. A simple electronic
signature (eSignature) has been advocated to be used for trials with less
than minimal risk (type A trial). Some examples of eSignature are tick
box declaration, electronic representation of handwritten sign,

cryptographic sign, digital representation with fingerprint or retina
scan, etc. Phase I clinical trial (types B and C) entails a simple
eSignature with tracing properties. However, such a sign should not
possess any threat to integrity of research. eSignature with participant
tracing is used when participant identification is already disclosed,
recruiter is familiar with the participant, and the person seeking
consent and treating is the same. However, it has discouraged the use
of typewritten or scanned image of handwritten sign. An ‘advanced’
or ‘qualified’ sign is used in remote research to facilitate participant
verification. These signs identify the signatories, permit them to retain
control and detect any changes made in the data.2

The ‘National Guidelines for Ethics Committees Reviewing
Biomedical and Health Research during Covid-19 Pandemic’3 by
ICMR 2020 was an adjunct to the ICMR 2017 ethical guidelines.
Conventionally, face-to-face interview and meetings were considered
as gold standard to obtain informed consent. However, the new
upgradation advocated social distancing and adapting online and
remote methods. It is hence essential that technology should be used
through text, graphics, audio, video, podcasts, mobile applications and
interactive websites. The chosen online procedure should give complete
right to the participant to ask questions and clear doubts in the consent
process. Video conferencing, telemedicine and electronic consent
forms with electronic signatures have been encouraged with
incorporation of essential elements in consent such as comprehension,
autonomy and competence.3

The WHO has also described ‘Ethical standards for research during
public health emergencies: Distilling existing guidance to support
Covid-19 R&D’ through nine key points. It highlights the requirements
for informed consent in emergencies with emphasis on accepting
research interventions after weighing the risk–benefit ratio where
minimal risk and greater benefits exist. It further elucidated the need
of proper communication with local communities and discussing the
circumstances for information sharing.4

Consent during the present times

The newer technologies and electronic methods are a boon for the
conduct of research in these difficult times. They are easy to handle
and store, consume less time, require less paperwork, save funds,
decrease dependency on transportation, allow flexibility and are
convenient for participants. The choice of electronic signature should
be based on the complexity of research, impact upon society in terms
of risks and benefits and ethical issues at stake. Extended discussions
between the investigator’s team and participants should be encouraged
by using telecommunication, video-chats, voice or written messages,
email, etc. Interactive questioning among participants can be initiated
to aid in understanding and boosting their confidence in research.
Cross-questioning with yes/no, agree/disagree or teach-back method
should be used where participants are requested to describe back the
consent form in their own words.

The internet security for each of these media must be evaluated. In
order to verify the participants and maintain authenticity in research,
an audio or video recording can be used. An audio or video recording
stating ‘this video is an in-person verification for research entitled with
name, date of birth and any identity proof number’ can be recorded
with signed electronic consent to ensure the originality of the participant.
The participants can attach any valid identity proof along with these
records for cross-checking. The attendees of online meetings in the
consent process can also be recorded. The researchers can use a mobile
or laptop specifically for research purposes. A security code can be
assigned to the signed consent form, linked with email or mobile
number of both participant and researcher to maintain transparency.
Hence, both will receive the information whenever the consent is
accessed by anyone. An advanced or quality sign can be encouraged
such as the UK guidelines, along with GPS and IPS address numbers
for possibility of cyber-tracking for security reasons.
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