
“Do we see real leaders in medicine in this country?” is
a tough and embarrassing question to ask.
Nonetheless, it is very pertinent to quiz ourselves for
our personal development, as well as that of the health-
care system. We have a number of managers and chief
executive officers (CEOs) who successfully run a large
number of hospitals and other medical institutions in
both the governmental and non-governmental sectors.
But there is a great void of leaders who can develop
innovative health-care ideas in medical practice, as
well as in medical education. Equally, leaders are
needed to give a direction to medical research and
empower the medical fraternity to provide directions.

We generally confuse leadership with management
of a hospital or an organisation. The differences
between managers and leaders are subtle, but crucial.
More than the management of a small or a large
hospital, leadership includes a package of solutions for
the present and a vision for the future— a vision which
should work. It also involves the presence of an
impulse to motivate others to move, rather jump
forwards. A leader may not always go into the micro-
management of problems, though he must be familiar
with even the micro issues. The leadership guru,
Warren Bennis had aptly said: “To an extent,
leadership is like beauty. It is hard to define, but you
know when you see it”.1

Traditional leadership in medicine has been
hierarchical, sometimes even tyrannical. It had greatly
impeded the growth of leadership qualities in medical
students. Most of them remain subdued and
suppressed during the training periods. Unfortunately,
medical students, especially the postgraduate residents
and fellows become subservient to their professors
and/or department heads, develop characters similar
to their teachers in due course of time. Subsequently,
there has been little scope for the development of new
and innovative traits. Respect, obedience and
discipline are essential; these however, must never
impede the growth of the talent.

Medical practice in the last century has shown a
paradigm shift from the ancient “bed-side medicine” to
“hospital-medicine”. More recently,”preventive”,
“surveillance” and “home-care” medicine have come
into vogue.2 They aim to shift the focus from
hospitalisation to day-care and home practices.
Unfortunately, we in India have been slow to react to
the rapidly changing global scene, especially to deal
with our own health needs. We do tend to implement
and execute the directions of our managers or CEOs.
However, there exists an unique resistance to change.
In fact, there is a crisis in the medical leadership.

 The leadership crisis in medicine is a global
phenomenon. There are few who are born leaders;
generally, leadership develops with time through

training and hard work. In India, no serious efforts
have been made to develop leadership. Both the
undergraduate and the postgraduate medical curricula
contain information about an overbearing number of
diseases and their management but lack in perspective.
Larry Mathis in his Lessons in Leadership observed,
“There is nothing in a physician’s education or
training that qualifies him to become a leader.”3

A leadership role for a physician in a department
or an institution is generally accidental or is “thrust
upon” by chance. Not infrequently, the leadership is
acquired through design and manipulations which
may not be entirely genuine. Unfortunately, a large
number of medical leaders are in fact “fictional”,
implying a false or even a fabricated label. This type of
leadership is similar to what Malvolio said in
Shakespeare’s Twelfth Night about greatness, if we
substitute “greatness” with leadership: “Be not afraid
of greatness: some are born great, some achieve
greatness and some have greatness thrust upon
them”.

A successful leader is fair in his dealings and does
not favour a few. He avoids the abuse of authority and
provides opportunities to his team-mates. He is
consistent in approach and predictable in expectations.
He is a good listener, seeks inputs from juniors and
treats them with due respect. He has patience and
strength to lead, does not dictate but spreads his
authority. Most importantly, a leader should create an
atmosphere that his absence does not leave a void —
temporarily or permanently.

It is true that certain people have inborn qualities
which cannot be copied. But leadership can be
considered as an attainable attribute which can be
achieved with effort and training. The leadership skills
can be learned, developed and honed. This is precisely
what is needed in the medical field — a training
programme to produce leaders, not merely doctors.
Leadership in medicine is not always meant for the
national or the state level, but at the level of an
individual institution or even a smaller set up. It is
needed in different fashions at different places, varying
with the level of a department, a hospital, a society, an
organisation or an academy.

A medical leader should be a fully trained
physician who assumes the leadership roles in
resource-management, decision-making, recruitments,
implementation of improvement programmes in
different settings, team-building and also sharing of
decision-making power.4,5 Most importantly, he should
be able to produce future leaders who can pread the
light. The last two qualities make him different from an
all-powerful CEO.

Several Western universities offer Leadership in
Medicine (LIM) programme degrees for motivated
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students.6-8 The joint LIM programme of the University
of Calgary trains clinicians in a number of medical
careers-from academic research to the design
management and evaluation of health-care delivery
systems.6 Similarly, the Albany Medical College and
Union College have offered a combined degree
programme with undergraduate medical education for
more than 30 years.7 The General Medical Council
(GMC) of Great Britain sets out online guidance in
leadership and management for all doctors.8 The John
Hopkins Medicine Leadership Development
Programme, Medical Leadership Programme of the
University of Queensland, National Leadership
Development Programme of Association of American
Medical Colleges, Harvard Medical Leadership
Programme and Oxford University Programme are
other good examples.

The medical fraternity in India need to undertake a
serious introspection into what is wrong with our
systems and set-ups. We run a large number of
sophisticated hospital chains and other medical
facilities, but grossly lack in visionary practices and
capacity-building. The major hospitals provide
excellent services in medical technology, mostly in
surgical and semi-surgical or minimally invasive
fields. There is little of science or other innovations at
any such centre. The scene is worse in case of medical
education and research. None of our medical institutes
is counted amongst the World’s top 100, or even 200
academic or research centres.

India shall do well to wake up to the occasion and
introduce leadership programmes at different levels in
different areas of medicine. Besides the medical
colleges and universities, the professional associations
and societies can also take initiatives to strengthen
medical networks. In particular, national bodies such
as the Medical Council of India, the National Board of
Examinations and the Indian Council of Medical
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Research should take the call to introduce leadership
programmes. It is important for the country to expand
its pool of medical leaders. This will help doctors to
view the issues broadly and systematically. They need
to develop the so called “balcony perspective” in their
own practices, as well as at the national and global
levels.9
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Globally, tuberculosis (TB) remains a major public
health concern with an estimated 8.8 million new cases
and 1.3 million deaths reported in 2012.1 India
accounts for 25% of this global TB burden, and for a
third of the ‘missing cases’ that do not get diagnosed or
notified.1

Although reliable data from India are lacking, it is
expected that 15% to 20% of all TB is extra-pulmonary.
Clinical presentations of extra-pulmonary TB (EPTB)
may be diverse, leading to incorrect and delayed
diagnoses. The prevalence of EPTB is higher in human
immunodeficiency virus (HIV) co-infected patients and
children, two vulnerable groups that are well-known to
represent even greater diagnostic challenges. Moreover,
the consequences of some forms of EPTB (such as, TB
meningitis) may be life-threatening, and thus, timely
diagnosis and initiation of appropriate therapy are
crucial.

In India, there is a widespread belief, without
supporting population-based data, that TB is a major
cause of infertility and this poses a major diagnostic
challenges for infertility specialists. Furthermore,
chronic fevers of unknown origin are often suspected to
be TB and treated empirically without any proof of
diagnosis.

As the diagnosis of EPTB is often compromised by
the paucibacillary nature of the disease, newer
diagnostic tools and policies have been eagerly
awaited. In 2013, the World Health Organization
(WHO) endorsed the use of Xpert MTB/RIF assay
(Cepheid Inc., Sunnyvale, California), a cartridge based
nucleic acid amplification test (NAAT), for EPTB.2 In
March 2014, the 3rd edition of the updated International
Standards for TB Care (ISTC)3 and the first edition of the
Standards for TB Care in India (STCI)4 were released and
both included new recommendations for the diagnoses
of EPTB.

The ISTC emphasises the importance of seeking
microbiological and histopathological diagnosis of
EPTB, and underscores the critical need for collecting
appropriate samples. The ISTC recommends that all
patients, including children, who are suspected of
having EPTB, should have appropriate specimens
obtained from the suspected sites of involvement for
microbiological and histological examination.3 In
practice, this may mean collection of samples, such as
body fluids (cerebrospinal, pleural, ascitic fluid), lymph
node and other tissues (e.g., endometrial tissue), and
aspirates (e.g., gastric aspirate, pus). Patients being
investigated for EPTB, particularly those living with
HIV (PLHIV), should also receive sputum testing and a
chest radiograph as they may also have asymptomatic
or minimally symptomatic pulmonary TB (PTB).

In India, especially in the private sector, blood is
popular as a specimen for diagnosis of TB.5 This

practice lacks any biological or clinical rationale. There
is currently no accepted, validated biomarker in the
blood that can detect EPTB or PTB. Thus, there is no
role for blood-based antibody tests, or for blood-based
interferon-gamma release assays (IGRAs), such as TB
Gold and TB Platinum. The IGRAs were designed to
diagnose latent TB infection.6 Like the tuberculin skin
test (i.e., Mantoux), these cannot distinguish between
latent infection and active- or extra-pulmonary
disease.7, 8 The Indian government banned serological
antibody tests in 2012, and both STCI and ISTC
discourage the use of IGRAs for the diagnosis of active
TB.3, 4

Both ISTC and STCI now recommend the Xpert MTB/
RIF assay for PTB and EPTB in adults and children.4,7

The Xpert MTB/RIF assay allows for rapid detection of
MTB DNA along with confirmation of rifampicin
resistance using rpoB gene mutation testing. It is
automated, very easy to use and yields results within
two hours.

Based on an updated Cochrane systematic review,9

when used as an initial test replacing smear
microscopy for the diagnosis of PTB, Xpert MTB/RIF
has an overall sensitivity of 88% and a pooled
specificity of 98%, as compared to culture. The pooled
sensitivity is 98% for smear-positive, culture-positive
cases and 68% for smear-negative cases; the pooled
sensitivity is 80% in PLHIV. The Xpert MTB/RIF, when
used as an initial test replacing phenotypic drug
susceptibility testing, detects 95% of rifampicin-
resistant TB cases with a specificity of 98%.9

More recently, evidence has accumulated on the
accuracy of Xpert MTB/RIF for various forms of EPTB.
This was summarised in a recent meta-analysis by
Denkinger and colleagues10 and is shown in the table,
along with the latest WHO recommendations on EPTB,
which have been reiterated in the ISTC.

Thus, Xpert MTB/RIF should now be considered a
central test in the work-up of EPTB, and may be used
along with conventional tools, such as microscopy,
liquid cultures (that are the most sensitive technologies
for MTB detection), and histopathology (biopsy) to
arrive at the final diagnosis. World Health
Organization has developed standard operating
procedures on how to process various types of EPTB
samples, and laboratories should adopt these
procedures to ensure quality.11 It is important to note
that Xpert MTB/RIF should not be performed on blood
samples. Once diagnosed, EPTB must be treated with
standardised treatment regimens, as recommended by
STCI and ISTC.

While new tools like Xpert and new policies like
STCI and ISTC are now available, it is important to
ensure that these are widely used in the private sector,
which manages nearly half of all TB cases in India. It is
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even likely that, EPTB in India may be managed
predominantly in the private sector. It is well known
that TB diagnostic and treatment practices in the
private sector very widely and often do not confirm to
national or international standards.5, 12-14 This is all the
more reason why new initiatives like STCI should be
widely promoted in the private sector, along with
appropriate education and monitoring of quality of TB
care.14

A big hurdle in the use of high quality, WHO-
endorsed TB tests, like Xpert and liquid cultures has
been their high cost in the private market.15 In contrast,
WHO-endorsed tests are available at specially
negotiated low prices in the public sector.

To overcome this hurdle, in 2013 a new initiative
was launched to improve the affordability of WHO-
endorsed TB tests. Initiative for Promoting Affordable,
Quality TB tests (IPAQT www.ipaqt.org) is a coalition
of private laboratories in India, supported by non-profit
agencies, such as the Clinton Health Access Initiative,
that has made several WHO-approved tests available at
affordable prices to patients in the private sector.15-17

Laboratories in IPAQT have access to lower,
concessionary prices for the quality tests in exchange
for their commitment to pass on the lower prices to
patients.

In conclusion, patients with all forms of TB deserve a
complete and patient-centric solution.18 Improving the
quality of TB care and expanding access to rapid,
accurate diagnosis for all forms of TB, and prompt
initiation of appropriate therapy is an ethical
imperative and must be prioritised. It is our hope that
new tools, like Xpert, and new policies like ISTC and
STCI will facilitate changes in practice and improve the
quality of TB care for patients in India, regardless of
whether they are managed in the public or the private
sector.

Madhukar Pai
McGill International TB Centre and

 Department of Epidemiology and Biostatistics
McGill University, Montreal

Quebec, Canada
Phone: 514-398-5422; Fax: 514-398-4503

E-mail:madhukar.pai@mcgill.ca
and

Ruvandhi Nathavitharana
Division of Infectious Diseases

Beth Israel Deaconess Medical Center
Harvard Medical School, Boston, USA

References

1. World Health Organization. Global Tuberculosis Control.
WHO Report 2013. Geneva: WHO;2013.

2. World Health Organization. Policy update: automated real-
time nucleic acid amplification technology for rapid and
simultaneous detection of tuberculosis and rifampicin
resistance: Xpert MTB/RIF system for the diagnosis of
pulmonary and extrapulmonary TB in adults and children
2013. Available at URL: http://apps.who.int/iris/
b i t s t r e a m / 1 0 6 6 5 / 1 1 2 4 7 2 / 1 / 9 7 8 9 2 4 1 5 0 6 3 3 5 _
eng.pdf?ua=1. Accessed on 17 June, 2014.

3. TB CARE I. International Standards for Tuberculosis Care,
3rd edition. 2014. Available at URL : www.istcweb.org.
Accessed on March, 2014.

4. World Health Organization (Country Office for India).
Standards for TB Care in India. Available at URL: http://
w w w . t b c i n d i a . n i c . i n / p d f s / s t c i % 2 0 B o o k _
final%20%20060514.pdf. Accessed on 17 June, 2014.

5. Jarosawlski S, Pai M. Why are inaccurate tuberculosis
serological tests widely used in the Indian private healthcare
sector? A root-cause analysis. J Epidemiol Global Health
2012;2:39-50.

6. Pai M, Denkinger CM, Kik SV, Rangaka MX, Zwerling A,
Oxlade O, et al . Gamma Interferon Release Assays for
Detection of Mycobacterium tuberculosis Infection. Clin
Microbiol Rev 2014;27:3-20.

7. Metcalfe JZ, Everett CK, Steingart KR, Cattamanchi A,
Huang L, Hopewell PC, et al. Interferon-gamma release

Table. Accuracy of Xpert for EPTB samples and WHO recommendations on how Xpert should be used in each
sample type

Sample Sensitivity Specificity WHO Recommendations on the Use of Xpert
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specimens) for EPTB (conditional recommendation).
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Definition of abbreviations: EPTB= Extra-pulmonary TB; WHO=World Health Organization; TB=Tuberculosis
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