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One-to-one tutorials provide a good opportunity to personalize
the content since the tutor is less bound by the curricular or time
constraints. Even in that situation, personalization is restricted to a
‘point of crises’. Wenger7 feels that too much personalization may be
counterproductive, when students join the community of practice.

What can then be the use of knowing about learning styles? One
of the potential uses is to make the learner aware of their preferred
learning style so that they can make a deliberate effort to learn through
other styles as well and secondly for teachers the message is that
instead of tailoring the instruction to individual styles, try to provide
a buffet from where not only each can pick what he wants but also try
some new food.
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Self-harm attempts with corrosive ‘acid’ among
patients referred to psychiatric emergency services:

Observations and implications

The use of corrosive acids to carry out ‘acid attacks’ is a topic of
current debate.1 Anecdotal reports from different parts of India
suggest an alarming rise in such cases.2 To curb such incidents, the
Indian Penal Code has been amended with insertion of sections 326A
and 326B to deal with acid violence. As per the directives of the
Supreme Court in 2013, a person selling acid must maintain a
complete record of the people to whom it is sold as well as the quantity
sold. Further, they can sell the acid only to a customer who shows a
valid identity proof and gives the reason for buying acid, failing
which a fine of `50 000 may be imposed.1,3 However, in spite of
regulations, concentrated hydrochloric acid and sulphuric acid are
easily available in stores across India. A litre of over 95% concentrated
acid can be obtained for as little as ̀ 25 (almost one-third a US dollar)
in most places, making it a cheaper, preferred option to clean and
unblock toilets and drains vis-a-vis other kinds of cleaners.

A related issue that is often overlooked and needs to be highlighted
is the use of this corrosive acid as a mode of attempting self-harm/
suicide among patients presenting to psychiatric services. In view of
its potential for self-harm attempts, we compiled the findings pertaining
to use of ‘acid’ as a mode of self-harm in a one-year retrospective

survey (2015–16) of all psychiatric emergencies seen in our
department.

This retrospective study included patients who presented to the
emergency department between January and December 2015 at the
All India Institute of Medical Sciences, New Delhi for whom a
psychiatric consultation/call was sought. Of a total of 720 patients,
9.6% (n=69) presented with deliberate self-harm (suicidal or para-
suicidal) attempts. Of these patients who attempted self-harm, a
majority 38 (55%) had presented with ingestion of toilet cleaners,
with 28 (40%) reporting intake of the ‘branded’/other toilet cleaners
(many of which may contain diluted hydrochloric acid or the alkaline
bleach) and the remaining 10 (15%) reported ingestion of corrosive
‘acid’ over the course of one year.

The mean (SD) age of these patients was 25.3 (7.4) years and 48
(70%) were women. The attempts were limited to self-reported
ingestion of minimal/few sips, mostly as an unplanned or impulsive
attempt. A small number of these patients was previously diagnosed
with a major psychiatric disorder (recurrent major depression, acute
psychosis), while the majority did not have a prior psychiatric
diagnosis. Many patients initially reported it to be an accidental
ingestion. It is well-known that suicide is usually under-reported and
an attempt is often made to disguise it as an accident due to various
social and legal consequences associated with documented attempt at
self-harm. During the course of psychiatric assessment of these
patients, we found that almost all the incidents were preceded by
conflicts such as an argument with family members or failure in an
examination or a failed relationship, etc.

We wish to emphasize that although acid ingestion is a common
mode of deliberate self-harm, its public health role is usually missed
in the context. In several research reports and the National Crime
Record Bureau data, the role of poisoning, including pesticide
ingestion, as a mode of suicide has been documented, with public
health measures initiated to limit the availability of such substances.4,5

However, there is not much documentation or emphasis on acid
ingestion as a mode of self-harm. The Supreme Court directives have
a bearing for self-harm attempts using corrosive acidic cleaners.
There is a need for effective control at the source of sale of acid,
though enforcement is a practical challenge.

Public should be made aware and consumers should be sensitized
about safe-keeping of the corrosive acid at home. Educational
institutions, research laboratories, hospitals, government/public sector
departments are now required to keep and store acid/corrosive and
maintain a register of usage of acid. There is little awareness about the
potentially harmful consequences of using acid-based cleaners and
guidelines for proper storage and safe-keeping need to be disseminated
widely.1,6

The easy, unrestricted availability at home coupled with low
awareness and safe-keeping have a potential of serious short- and
long-term medical consequences upon ingestion of ‘concentrated,
corrosive acid’. On ingestion, the inhaled acidic fumes can severely
damage lungs, kidneys and the intestines. The damage caused by an
acid is dependent on the concentration and quantity of acidic solution
used. Cost-effective and safer cleaning options, or necessary
modifications in the form of dilution, etc. may help to minimize self-
harm.
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Responses to the Letter from Ganiyari: I

The Jan Swasthya Sahayog’s ‘Letter from Ganiyari’1 essentially
poses two questions:

1. What is the responsibility of a hospital when an abnormal
investigation report is received after the discharge of the patient?

2. Is the hospital or the patient responsible for continuing care after
discharge?

Hospitals are committed to the comprehensive care of patients and
the division between inpatient and follow-up care is made only for
administrative convenience. After all, we advise patients to stick to
one source (whether a private practitioner or primary health centre)
for primary care and the same applies to secondary care. However, the
basic purpose of a hospital is inpatient care and the hospital can take
up other functions only if it has the resources to do so.

A hospital with enough resources, especially one with outreach
programmes, such as attached mobile medical teams, should make
every effort to reach discharged patients who require long-term
follow-up, akin to the one described by Dr Jain, and patients with
diabetes, hypertension, HIV infection, tuberculosis (TB), etc. It may
not be difficult to keep separate lists of these patients if the records
are computerized. The hospital may have to evolve mechanisms to
include in these lists the names of those patients whose investigation
reports are received after discharge. It may not be possible to reach
every discharged patient physically, but the hospital should make an
effort to reach those who do not have adequate resources, such as
Seema Gond. In other cases, the hospital may have to make do with
sending the discharged patients a letter informing them of the
abnormal results and advising follow-up. It is the hospital’s moral
and ethical responsibility to do so. An attempt may also be made to
try to involve the primary health centre of the area or even the village
panchayat to ensure follow-up care because these have personnel
who usually come in contact with the villagers. In this manner,
hospitals may be able to develop integrated medical care.

I was in charge of a small Central government hospital for iron ore
mine workers in a remote area, where follow-up of patients with TB,
especially sputum-positive ones, was a major problem. While
officially, our responsibility was over once we reported these patients
to the district TB centre, we knew the patients could not report for
follow-up because most of them lived in temporary shelters in the
mine sites on the hilltops, without regular transport facilities. I,
therefore, persuaded the district TB officer to issue anti-TB medication
(which, as per the rules, was meant to be issued only to the state
government primary health centres and not to us) to our hospital, with
the assurance that we would send regular monthly reports and
accounts of the drugs. We also kept a separate list of the patients and

specifically asked the mine supervisors to bring them to our mobile
medical team during their weekly tours to the mine sites. Since these
were daily wage workers, they often migrated from one mine to
another, but we could obtain their new addresses from either the mine
supervisors or other workers and could ensure almost 100% follow-
up. It was work at a small scale, but it was done in a government set-
up and without asking for any extra resources.

Finally, a good, cumulative (not year-wise) alphabetical case
record files indexing system, starting with the first name (not surname,
as commonly done in our hospitals) and followed by the surname and
father or husband’s name, and using a common file for inpatient care
and follow-up in OPD, is of great help if the patients are likely to come
to the same hospital again and again. This will avoid unnecessary
repetition of investigations and can often help to trace patients who
have lost their previous admission details and prescriptions (a common
problem with our patients), and were lost to follow-up too. It is not
difficult to evolve one with the technology available today.
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Responses to the Letter from Ganiyari: II

Thanks for these reflections. As usual, they demostrate much thought
and commitment. What follows is my small contribution to the ideal
of ‘responsibility’ in general, as it arises in the apparently avoidable
tragedy of Seema Gond’s death, the implications of which are
discussed in the cited letter.

In these times of crass commercialization of medical education, it
is indeed heartening to see such dedication to the care of the exploited
and marginalized. Chhattisgarh (and India) needs many Ganiyaris
and committed doctors to deal with the problems people face. One
only hopes that at least a small minority of young doctors who have
read this Letter are adequately inspired to commit themselves to such
a challenging responsibility.

I feel there should be a caution line of the distinction between
responsibility and guilt. I say ‘caution’ out of concern for the well
being of that small group of ‘rural’ doctors who work in difficult
circumstances, providing healthcare to those who live in conditions
of utter exploitation and marginalization. Similarly, there are many
mission hospitals too which perform such difficult and thankless
service to those who don’t seem to matter. Deep commitment
characterizes such people’s work in impossible conditions.

The issue with respect to patients such as Seema Gond (or her
parents, who brought her to the hospital) is not only whether the poor
are informed about what is possible in terms of a disease, but also
whether in the final analysis, they decide to, or are able to, come.
Given intractable circumstances, people do what is possible. The
immediate medical problem is often only a small subset of the larger
stakes, however, important it seems to the healthcare person.* Lives
as a whole, are also never accessible to the physicians, however much
he or she tries to reach out. In my opinion, trying to solve the health
problem on an individual basis (doctor-to-patient), will likely lead to
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