
LETTER FROM GLASGOW

Is there need/or legislation on HNIAIDS?
There were diverse opinions on this subject. One legal expert felt
that Articles 14 and 21 of our Constitution have ample provisions
that could be used to secure justice for the person testing HIV-
positive. The right to equal treatment argues against any form of
discrimination against such a patient and the right to life and
personal liberty makes isolation of the patient illegal. A new law,
poorly conceived, may make matters worse for an already troubled
patient. An example is that promulgated in one of our states which
disallows organ transplantation into a patient with HIV or the law
in Maharashtra permitting authorities to raid brothels, force sex-
workers to undergo mandatory testing for HIV and then dump
those testing positive into the modem equivalent of a dungeon.

The other expert pointed out that unless there was explicit
legislation on HIVIAIDS, much will depend on the independent
and personal interpretation of the existing law by a given judge.
She emphasized that even after carefully crafted law was put on
the statute books, it will be necessary for the judges to show
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empathy and sensitivity when dealing with those afflicted with
AIDS.

There have been some welcome trends. The precedent in the
Bombay High Court whereby the identity of the complainant is
suppressed, was accepted as a step in the right direction. A patient
with HIV can now complain against unfair discrimination without
revealing his identity and jeopardizing his standing in society.

Epilogue
The discussion which continued for more than three hours threw
up useful ideas, delineated areas where action is needed and
outlined possible solutions to some of the myriad problems faced
by patients with AIDS. But it was obvious that there was an urgent
need for co-ordinated action by several agencies. The medical and
legal professions, the media, social service institutions and non-
governmental organizations need to pool their resources on a
continuous basis, if we are to improve the lot of AIDS patients.

SUNIL K. PANDYA

THE WISHAW E. coli 0157:H7 OUTBREAK
My previous 'Letter from Glasgow' dwelt on Indian restaurants
in Scotland. Even as I wrote that letter, in our 'patch' in Lanarkshire
just outside Glasgow, the largest outbreak in Europe of Escherichia
coli 0157:H7 (E. coli 0157)was developing. J The entire Department
of Public Health at Lanarkshire Health Board became involved in
handling the outbreak whilst my colleagues, Drs Syed Ahmed and
Martin Donaghy, were immersed in the affair round the clock for
a period of six weeks.

Enterohaemorrhagic strains of E. coli (EHEC)-of which
E. coli 0157 is one serotype--emerged in the early 1980s as viru-
lent and infectious agents following an epidemic in the USA of
haemorrhagic colitis caused by E. coli 0157 :H7. The main EHEC
serotype is 0157:H7, although other serotypes such as 026:Hll,
0111:H8 and 0104:H21 have also been implicated. EHEC strains
produce cytotoxins called Shiga-type toxins 1 and 2 (also called
verotoxins 1 and 2) because of their close resemblance to the
Shiga toxin of S. dysenteriae 1. EHEC strains of E. coli also cause
the haemolytic-uraemic syndrome (HUS) and thrombotic
thrombocytopaenic purpura. The symptoms can vary from mild to
severe although the very old and the very young (under 5 years of
age) appear to be at higher risk. Cattle are believed to be the main
reservoir for EHEC although sheep, pigs and even geese are
known to harbour it. Primary infection occurs by means of
contaminated food and several outbreaks have been linked to
inadequately cooked hamburgers. Contaminated water, unpas-
teurized milk and even vegetables and cider contaminated by cow
manure have been implicated. Secondary spread is a risk, particu-
larly in groups of elderly or frail people because the infectious
dose is very small. Its incubation period is thought to range from
3-8 days with no evidence thus far of a carrier state.

Why EHEC have emerged as a potent cause offood poisoning
remains unknown although a finger has been pointed at, amongst

other things, intensive farming and the indiscriminate use of
antibiotics in animal farming.

What happened in Lanarkshire? On 22 November 1996, a
number of admissions with bloody diarrhoea to two district
general hospitals in Lanarkshire-Law Hospital and Monklands
Hospital Infectious Diseases Unit, alerted Dr Syed Ahmed. All
the patients came from a town called Wishaw and questioning
revealed that all of them had eaten a meal at the local Church of
Scotland (specially organized forits senior citizens) on 17Novem-
ber 1996. The cooked steak pie and gravy used at the meal was
supplied by a local butcher and heated at the church.

On 22 November itself, the Lanarkshire Health Board and the
local authority Environmental Health Department put into prac-
tice an outbreak control plan, the first objective of which was to
pinpoint the source of the food poisoning. Once that was achieved,
Dr Ahmed and a representative from the Environmental Health
Department went to see the butcher with epidemiological evi-
dence of the link with his shop and told him to stop selling cooked
meats (such as cold meats and pies). He appeared stunned that the
food poisoning was linked to his shop but cooperated with the
authorities. The evidence was subsequently reinforced by micro-
biological isolation of the organism in the gravy. The shop
continued to sell raw meat for a further 3 days on the logic that the
cooking process would kill any organism in raw meat. On hind-
sight it may have been best to close the shop altogether.

The shop was run by a well known and respected figure in
Wishaw who had built up a flourishing business from a small
beginning. He was highly thought of and, in the eyes of his
customers, his shop was 'very clean'. Just four weeks prior to the
outbreak, he had won the 'Scottish Butcher of the Year Award'.
Behind the retail shop was a meat factory which supplied scores
of shops in Central Scotland as well as many parties and functions
locally. It appears that the cooked meat became contaminated
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with E. coli 0157 from raw meat and these contaminated cold
meats and pies were then sold by the butcher to an unsuspecting
public and to other retailers.

In the meantime, more and more people from the church were
admitted as were other people who had eaten cooked meats from
the butcher. The majority of those affected came from Wishaw
and Central Scotland. The full scale of the outbreak became appa-
rent by 27 November; 107 people reported symptoms, 54 of
whom had been admitted to one of the two hospitals and 34 were
in hospital. By 3 December, 240 cases were identified although
some were on the basis of a clinical history and were not sero-
logically confirmed. The final total was over 300 cases of whom
nearly 200 were confirmed positive, over 100were 'probable' and
about 20 were 'possible' cases. Eighteen people died in the
outbreak, making it the second worst on record after the 19 who
died in the outbreak in Canada.'

The outbreak had a number of effects-the sheer numbers
involved attracted national and international media attention. The
worst affected were the church group who had probably taken the
largest dose of the bacteria and were also, in general, older and
more infirm than others who had eaten contaminated food. As the
number of people affected and dying rose, so did the public's
unease. Consequently, some in the Scottish and British media
looked for a scapegoat for the outbreak and its handling, including
an alleged delay in informing the public of the risks. The concern
. in the local community was fanned by sensationalized reporting
by the media. However, the people of Wishaw behaved in a res-
ponsible way in the face of the tragedy. Whatever else the
outbreak may have achieved, it has placed food hygiene (from the
farm right through the food chain to the kitchen) on top of the
public's agenda.

The Government set up an inquiry chaired by Professor Hugh
Pennington (the Pennington Inquiry) which had as its remit to
investigate the E. coli outbreak, and to consider the adequacy of
the arrangements for dealing with food outbreaks. The Inquiry
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reported its interim findings' at the end of December, and the final
report is awaited. The areas which it highlighted are:

1. to improve awareness and understanding of the epidemiology
ofthe organism to allow preventive strategies to be developed;

2. to give due weight to the public-as opposed to commercial
interests in outbreaks; and

3. to learn the lessons from this outbreak.

It has been known for some time that Scotland has a higher
incidence of E. coli 0157 infections than England but there are
many aspects of the epidemiology of the organism which remain
unknown. Since the Wishaw outbreak, there have been three
smaller outbreaks of E. coli 0157 in Edinburgh, Angus and the
Borders which have kept the focus on the organism. Other reports
have noted the often filthy conditions in abattoirs which encour-
age contamination of meat by faeces caked on the hides of
animals.

What of the local butcher? He is to face criminal charges and
will, in due course, appear in court. His lawyer says Mr Barr will
fight the charges 'vigorously'. After that, there will be a fatal
accident inquiry (FAI)--the Scottish equivalent of a Coroner's
inquest-conducted by a Sheriff into the deaths of the 18 victims
of the outbreak, and there may be civil litigation after that. All
these proceedings should not obscure the main issue-that unless
the lessons are learned from this outbreak, particularly on improv-
ing food hygiene guidelines and legislation for the food industry,
the threat of a similar outbreak remains.
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H. S. KOHLI

'INTEGRATED' MEDICAL CARE COMBINES
ALLOPATHIC AND ALTERNATIVE TREATMENTS
In 1993, a landmark study published in a leading medical journal
showed that unconventional therapy had been used at least once
by one out of three Americans and that in 1990 consumers spent
almost US$ 14 billion on alternative therapies alone. The study
group, comprising 1539 people, also reported that 33% saw an
alternative practitioner for treatment on an average of 19 visits
during the year with the highest use reported by non-black
individuals in the age group of 25-49 years with annual incomes
above US$ 35 000. Seventy-two per cent did not tell their regular
allopathic physician oftheiruse of unconventional therapies. The
past five years have witnessed a rapidly growing consumer
movement in this area of health care and physicians are beginning
to appreciate the brunt of public desire. Chiropractic medicine
leads in the category of alternative therapy with about 50000

practitioners nationwide, followed by traditional Chinese medi-
cine with an estimated 10 000 acupuncturists, about 1000 of
whom are licensed physicians. Entering the medical marketplace
are the American Holistic Centers, among the dozens of so-called
'integrated' medical care practices which offer regular allopathic
medicine schools. This trend is forcing the medical establish-
ment-insurers, policy-makers, practitioners and educators to
look more closely at this consumer-driven innovation with the
major concern being the lack of standards which derive from a
uniform educational system, specialty training and licensure.

There are over 200 alternative modalities of treatment ranging
from Chinese medicine, believed to be thousands of years old to
the newcomer-psychoneuroimmunology, which deals with the
ability of the mind to influence disease in the spectrum from
inducing to preventing it.

The movement continues to grow in various areas. About 50


