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that the regression of plague in India in the 1940swas more
due to a change in the virulence of the plague bacillus
rather than the result of the activities of western medical
practitioners.

To us doctors trained in western medicine, who are the
direct heirs of the imperial system, this book provides
fascinating insights into what has gone before and helps
us understand many of our present actions and problems
such as the strange measures being taken to control AIDS,
the failure to contain recurrent outbreaks of cholera and
hepatitis and the persistently high mortality from
neonatal tetanus.

However, there are major aspects of the book I find dis-
appointing. It seems to have been written by Europeans
and for Europeans. 'Natives' hardly get a look in except
as masses of statistics. Even the redoubtable Mahatma
Gandhi, a major opponent of many aspects of western
medicine, appears just once on page 55 and then as a subject
of ridicule describing vaccination as a 'filthy process and
little short of taking beef'. Perhaps we now need to read a
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similar book written by historians from the indigenous
societies themselves.

There were many sentences in the book that I found
oddly familiar. The head of the IMS in Bombay, an oppo-
nent of Haffkine, maliciously and erroneously asserted
that the plague vaccine was cultured in 'broth made from
the flesh of cows and pigs'. This prompted the Viceroy to
comment that 'even the odium theologicum (hatred among
priests) pales before the jealousy of doctors'. Then in the
nineteenth century 'the main urban centres were favoured
(for health care) and there was general neglect of the rural
population and of the health of women and children.
There was an emphasis on epidemic rather than endemic
disease and upon curative rather than preventive
medicine'. And finally 'the Indian Medical Service was
the poor relation in terms of financial reward and in terms
of prestige, of the Indian Civil Service'.

The more things change the more they remain the
same.

S. NUNDY

Large volume paracentesis

Sir-Repeated large volume paracentesis
(LVP) is a safe procedure for relieving
the discomfort caused by tense ascites in
cirrhotics. 1,2 LVP should be accompanied
by intravenous albumin infusion to prevent
complications such as hypovolaemia,
hyponatraemia and impairment of hepato-
renal function." However, albumin is
costly and not readily available in India.
Besides, intravenous albumin has recently
been banned here because HIV antibodies
were detected in some of the samples
tested.

Theoretically, it should be possible to
prevent hypovolaemia by using a plasma
expander; therefore, we prospectively
studied 11 patients with chronic liver dis-
ease with clinically tense ascites (alcoholic
cirrhosis 3, post-hepatitic cirrhosis 3,
cryptogenic cirrhosis 2, non cirrhotic
portal fibrosis 2, Budd-Chiari syndrome 1).
The diagnosis was made on clinical, endo-
scopic and biochemical findings, and liver
biopsy was performed in 7 of them. At the
time of inclusion in the study, these patients
were not having variceal bleeding, hepatic
encephalopathy, renal failure or any
infection. They also did not have coronary
artery or chronic obstructive airways

disease. The criteria for inclusion were a
serum bilirubin of less than 6 mg/dl, trans-
aminase values of less than 200 IU/dl, a
haemoglobin level of greater than 4.0 g/dl,
prothrombin time of at least 70% , a platelet
count of 40 OOO/cmmand a urinary sodium
of 20 mEq/24 hours.

All the patients also had the following
laboratory measurements: packed cell
volume, serum proteins and albumin,
blood urea, serum creatinine, erythrocyte
sedimentation rate, blood sugar, ECG,
chest X-ray, urinalysis, ascitic fluid
examination, serum sodium, and serum
potassium. They were put on a 1800 to
2000 calorie diet containing 60 g vegetable
protein and 2 g of salt a day. All drugs
were stopped for 48 hours. Body weight,
heart rate, blood pressure, urinary output
and the occurrence of complications like
variceal bleeding, encephalopathy, fever
and peritonitis were recorded. Under
aseptic conditions 4 to 5 litres of ascitic
fluid was removed daily through a 16gauge
needle by gravity drainage and 1.51itres of
low molecular weight (40000) dextran
was given intravenously. This procedure
was repeated till there was no clinically
detectable ascites. Liver and renal functions
were assessed on day 5, 10 and 15 of
therapy. In 6 patients with cirrhosis plasma

volume was estimated using 99mTclabelled
human serum albumin prior to and five
days after starting LVP.

Complete mobilization of ascites was
achieved in all patients. In 9 there was
no clinical evidence of ascites by day 5
and in 2 by day 7. The mean volume of
ascites removed was 13.9±7.0 litres.
The mean weight loss was 1O.5±6.4 kg.
The mean volume of dextran infused was
5.6±2.3 litres. Reaccumulation of ascites
was not detected in any of our patients up
to day 15.

The complications during and following
LVP were mild and these included transient
hyponatraemia in 3 patients and an episode
of minor upper gastrointestinal bleeding
in one. All these responded to appropriate
symptomatic and supportive measures.
There were no other local or systemic
complications and there was no bio-
chemical evidence of deterioration of
hepatorenal function. There was, in
fact, a marked improvement in urinary
output which increased from a basal
value of 764±378 ml to 1536±605 ml on
day 5, and to 1132±452 ml on day 15.
Glomerular filtration rate also improved
from 42.8±20 ml/min on day 0 to
68.4±16.7 ml/min on day 5 and to
55.2±17.3 ml/min on day 15. There was
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no major decrease in the plasma volume
before and after treatment.

This study, in a small number of
patients has shown that repeated LVP can
be safely done in patients with tense ascites
and complications such as hypovolaemia,
dyselectrolytaemia, and worsening of
hepatorenal function can be prevented by
using a plasma expander like dextran in an
amount equivalent to 30% of the ascitic
fluid removed. Our findings are of special
importance in developing countries where
albumin replacement for each 5 litre
paracentesis fluid (40 g) costs approxi-
mately Rs 1800 ($120). The cost of dextran
to replace an equivalent amount of fluid is
approximately Rs 90 ($6).
15 May 1990 S. K. Acharya
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AIDS patients are safe to treat

Sir--':I feel anguished when I find doctors
and health care workers as vulnerable as
anyone else to irrational fears; when they
allow prejudice to undermine their special
commitment to caring for the sick. In
January 1990, during the controversy over
the embalming of the African diplomat-
an HIV antibody positive patient-
newspaper reports suggested that doctors
were unwilling to attend to patients who
had AIDS. I was prompted to ask some of
my colleagues whether they would agree
to treat such a patient. I almost always
got the answer 'No' instead of the more
logical 'I'll go to the library' ,which I heard
only once.

I am surprised that doctors should hesi-
tate to treat patients with AIDS. Patients

are the responsibility of doctors. A
member of the public may choose not to
help put out a fire or catch a burglar if such
an act is dangerous. However, the fireman
and the policeman do not have the same
choice. Similarly, even iftreating a patient
involves a slight risk, this has to be
accepted by doctors.

But what is the risk? AIDS rarely occurs
from casual contact. After accidental
puncture with needles known to be con-
taminated with AIDS blood, only 0.5% of
individuals will become seropositive.'
Less than 0.5% of initially seronegative
health workers who care for AIDS patients
become positive after 2 years.? With
proper precautions the incidence of
punctures or mucosal contact with con-
taminated blood and secretions should be
negligible, and the figures may then be
much lower. Since the time AIDS has
appeared, thousands of health care work-
ers, family members and friends have
been caring for AIDS patients with or
without their knowledge; yet few have
developed AIDS in the absence of sexual
contact. There are isolated examples of
unusual transmission such as through an
open wound" or infected skin," but these
reports merely highlight the fact that
AIDS does not spread easily. Transmission
rates from contaminated needle punctures
or close contact are 10 to 30 times higher
for serum hepatitis than for AIDS.5,6

• Merely living in Delhi is risky: the chance
of dying from injury in 2 years is 0.16%
(unpublished data). For motorcyclists
or scooter riders the risk of dying of an
accident is similar to that of health workers
punctured with needles that have been
used on AIDS patients.

There must be few professions which
have no occupational hazards. Soldiers
are at a high risk of death from injury
during wars. In World War I, 42 million
persons participated: 5 million lives were
lost.? Even if only half of these were
military deaths, the risk of death to a
soldier was over 5%. About 45 000 Indian
soldiers went to Sri Lanka;" 1155 of them
died,? a mortality of about 2%. Firefighters,
fishermen and miners run risks of death'?
as high as the risks of acquiring AIDS
from needlestick punctures.

I do not mean to suggest that doctors
should abandon safety precautions while
treating AIDS patients. However, I feel
the fear of AIDS is, like the fear of leprosy,
based on insufficient knowledge. It is
wrong to assume that expensive facilities
are required for managing AIDS patients.
Every hospital has gloves, disposable
syringes, and glutaraldehyde. Puncture-
resistant bags may not be available, but
plastic buckets with lids can serve the
same purpose without being prohibitively
expensive.
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It is sad that some hospitals have banned
the entry of patients with AIDS. I can only
hope that when other hospitals formulate
their policies on AIDS, they will take
more responsible decisions.
12May 1990 Suneet Sood

Shahdara, Delhi
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Drugs policy

Sir-The Drugs Policy of the Government
of India contains a number of elements
which can 'only provoke adverse criticism.
There has been a failure to produce the
required quantities of essential drugs, to
check the proliferation of formulations
.(now an enormous 78000), to maintain
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adequate control over the quality of pro-
duction (8000 manufacturers, and the
state governments are still issuing licences
generously), to provide for adequate staff
who can maintain control over quality,
and a failure to enforce a satisfactory price
fixing mechanism.

The result of these failures is evident in
the market. The entire system is guided by
the requirements of corruption, including
the licensing of manufacturing units, the
approval of formulations, and the fixing of
prices and margins in the sales outlets.
Medicines can be procured without pre-
scription in shops, the prices have become
atrociously high, and it is said that doctors
are being 'looked after' by the manufac-
turers. Cough mixtures, vitamins, tonics
and elixirs of doubtful effectiveness
continue to proliferate. There has been a
lack of control on the sale of hazardous
and banned drugs. There is no check on
the manufacture and sale of useless drugs
which have no therapeutic value. No
effort is being made to educate the public
about these.

The production and marketing of drugs
should be restricted to the generic products
and the multiplicity of brand names
strictly curbed. Bangladesh has restricted
the manufacture of drugs to 250 generic
medicines.

We feel that the medical profession has
an important part to play in correcting this
sad state of affairs. Doctors should make
themselves aware of the inadequacies and
failures of the drugs policy and determine
what measures should be adopted to
influence the formulation and implemen-
tation of a new policy.

Through the columns of your journal we
would like to highlight this issue, which is
of paramount importance to consumers
and of concern to medical organizations
such as the Medical Council of India, the
Indian Medical Association and the
Indian Council of Medical Research. This
issue cannot be left only to the government.
The medical profession should take note
of the views of consumers and convey these
and their own views to the government.
13March 1990 H. D. Shourie

Common Cause
New Delhi
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BVO and the physician

Sir'- The recent public outcry against
aerated drinks containing brominated
vegetable oil (BVO), a carcinogenic
compound, has forced the government to
ban their sale and order the withdrawal of
such drinks from the market. The govern-
ment had banned BVO containing drinks
on 15 April 1988 but relaxed the ban for
2 years on the plea from the manufacturers
that no substitute was avilable. The ban
came into effect again on 15 April 1990.1
This lack of concern shown by the govern-
ment and medical fraternity is distressing.
Doctors have failed to take effective steps
to educate the public and ensure that the
ban on the sales of these products is
implemented. The indifference of the
medical profession is highlighted by the
continuing and conspicuous consumption,
in spite of the government ban, of BVO
containing cold drinks in academic gather-
ings at the prestigious All India Institute
of Medical Sciences. We must act with
greater responsibility and concern against
such public health hazards.
11May 1990 Pankaj Gupta

New Delhi

REFERENCE
1 Suresh. N. Drinks with BVOs banned.

The Times of India 1990Apr 1S:1(coll).

Random thoughts

Sir-Five months into a Senior Lecturer's
post in General Surgery in Manchester,
England, I am beginning to live the part.
Last week is a blur with long days packed
with clinical work, teaching, lectures,
manuscript preparation and writing
research protocols.

It has become necessary to get up at 5 in
the morning to put in a couple of hours of
work on the word processor. Then it is
downstairs to join our daughter for break-
fast, let the dog out for its ablutions,
shower, dress and set off to work at half
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past seven. Most of last Saturday was
spent taking the final year students through
examination technique. Mothering Sunday
was devoted to completing a book chapter
that will be two weeks late in submission
by the time it is polished.

It is Friday today. At 8.30 I gave a lecture
at a symposium in Manchester. Having
answered questions, I darted out of the
auditorium, got into my car and sped up
the motorway to the airport. Had I known
that my flight would be delayed, I need
not have driven as recklessly as I did. I will
miss my connection from Munich to VIm,
but never mind. There will still be enough
time to meet colleagues and make acquaint-
ances before tonight'S dinner and t might
even be able to squeeze in a little rehearsal
before tomorrow's presentation. I will be
back home on Sunday with presents for my
wife and daughter, two more presentations
to add to my curriculum vitae and having
made a few more friends from within my
speciality.

I can now see the attractions of academic
surgery. There is definitely a kick to be
had from this masochistic frenzy of activity.

From the time I entered Medicine, I had
never wanted to be anything other than a
surgeon, and I love my job. It is treating
patients that I like best, but my worth in
the current post is going to be gauged by
my academic achievements. Further, the
changes in the National Health Service
will require me to be more involved in
management. In order that academic and
management responsibilities do not bite
into the time I have for clinical practice,
I suppose I must just work harder whilst
trying to keep my head level and above
water.

Sometimes I wonder where the altruism
of clinical medicine has gone? During this
weekend's exercise I might make a tiny
contribution to a highly specialized area of
surgery affecting a tiny fraction of the
well-being of this world. Is it right when a
few thousand miles away a large number
of .people live in abject poverty, at the
mercy of the elements and without even
the most basic medical care?

4 May 1990 M.M.Mughal
Manchester, UK


