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and the incidence of the disease which was declining in
developed countries has now increased with the advent of
the acquired immunodeficiency syndrome. It is estimated
that up to 54% of patients with tuberculosis? in these
regions may be seropositive for the human immuno-
deficiency virus. The cumulative total number of cases of
the acquired immunodeficiency syndrome in the world is
now approximately 400 000, so that the combined impact
of tuberculosis and AIDS on individuals, health care
providers and on health. economics will soon reach
unmanageable dimensions.

The previous practice of administering chemotherapy
for tuberculosis for prolonged periods of 9-18 months was
hampered mainly by non-compliance. This has been a
common problem in India and therefore clinical trials
conducted in the past 10 years have specifically addressed
the question of what might be the shortest and most effec-
tive regime. The present study suggests that the 6-month
regime has greater acceptability; and faster sputum
conversion than the 9-month regime. Another study,"
reported in the same issue of the Annals of Internal
Medicine, concludes that a 62-dose, 6-month supervised
intermittent schedule might be equally acceptable. How-
ever, several issues still remain unanswered. Firstly, what
is the best regime for patients with a high risk of primary
drug resistance (PDR) to isoniazid? The 3-drug regime,
given by the present authors, may be effective in this
setting as PDR is uncommon with rifampicin and virtually
unknown with pyrazinamide." If PDR to isoniazid is
confirmed it would be reasonable to give a 12-month
course of rifampicin, pyrazinamide and ethambutol.
There is a paucity of randomized trials comparing various
regimes in extrapulmonary tuberculosis, but existing data
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SUMMARY
The authors, working in a region endemic for the HTL V-1 virus,
studied the efficacy of screening donor blood for antibodies to
HTL V-1 in preventing seroconversion in recipients. Antibodies
to HTL V-1 in the serum were detected by indirect immuno-
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indicate that even in these situations short course regimes
may also be equally effective.l-' The authors excluded
certain high risk patient groups such as immunosuppressed .
patients and those with the acquired immunodeficiency
syndrome from the study as these patients may have
atypical sites of involvement, higher rate of sputum
negativity and atypical radiological and histological
features.? However, the effectiveness of short course
regimes in this setting has also been reported? in these
patients but we feel that in them, it may be prudent to
extend treatment" for a further 3 to 6 months.
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fluorescence (IF) or by gelatin particle agglutination (PA).
PA positive, IF negative sera were assayed for anti-HTLV-l
antibodies by Western blotting. Each unit of donor blood,
packed red cells, platelets and granulocytes made by apheresis
(blood component separation) and pre- and post-transfusion
blood samples from recipients were tested for anti-HTL V-1 by
the PA method. Between April 1986and March 1987,675 anti-
HTLV-l negative recipients were followed for 50 days or more
after transfusion. In 12 recipients, PA titres increased after
transfusion. The presence of anti-HTLV-l antibodies was
confirmed by IF and Western blotting in only one of these
12patients. In this patient, an initial IgM response was observed
on day 45, suggesting recent seroconversion. Thus, of 675
persons given 5812 units of blood, only one became positive for
anti- HTL V-I antibodies after transfusion (seroconversion rate
0.15%). The rate of seroconversion in recipients of blood
screened by IF between 1981 and 1985 had been 0.41%, which
was not significantly different from the rate of 0.15% occurring
after screening by PA.

The rates of seroconversion (IF 0.41%, PA 0.15%) observed
after routine screening of donor blood for antibodies was insti-
tuted, was markedly lower than the rate of 8.3% prevalent
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before screening began. The sensitivity of PA is higher than that
of IF in detecting anti-H'l'L V-I, since no PA negative, IF positive
patients were found and since anti-HTL V-1 could be confirmed
in only 11% of PA positive, IF negative samples. It is not
entirely clear why one recipient seroconverted after transfusion
of blood from a PA negative donor. Possibilities include a clerical
error, lack of sensitivity ofPA in detecting all anti-HTLV-l posi-
tive sera, incomplete antibody detection by PA and the absence
of antibodies in infectious donor blood.

The authors suggest that donor blood in HTL V-I endemic
regions be screened for anti-HTLV-l antibodies by PA and PA
positive samples should be confirmed by IF or byWestern blotting.

COMMENT
The first human retrovirus (HTL V -1) was isolated from a
patient with adult T-cellieukaemia/lymphoma (ATL) by
Poisez et al. in 1980 in the USA. 1 Subsequent reports from
Japan, Africa and the Caribbean confirmed the presence
of HTL V -1 in A TL and in tropical spastic paraparesis
(TSP). In endemic regions of Japan, a higher prevalence
of anti-HTLV-1 antibodies has been observed in other dis-
eases including lymphoproliferative disorders, pulmonary
tuberculosis, leprosy, chronic renal failure, autoimmune
disorders and strongyloidiasis, suggesting that HTL V-I
infection may be associated with a large number of
diseases.

The prevalence of anti- HTL V -1 antibodies in this
population is reported to be 3.7% in Ghana, 9% in
intravenous drug abusers in New York city, 1% to 3% in
blood donors in the USA, 15% in the southwestern
prefecture of Japan and 5.3% in blood donors in other
parts of Japan. Studies on the prevalence of anti-HTLV-1
in the healthy population and in high risk groups in India
are not available. However, the occurrence of ATL, TSP
and other diseases associated with HTL V -1 suggests that
the virus is present in our country.

Soon after the discovery of HTL V-I, the possibility that
it might be transmitted by blood was investigated. Anti-
HTL V-1 antibodies were found in the sera of healthy
blood donors, and the viral antigens p19 and p24 were
detected in the peripheral blood lymphocytes of some
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seropositive donors. Okochi et al.? observed that 63% of
recipients seroconverted after transfusions of blood and
cellular blood products from anti-HTLV-1 positive
donors. The presence of proviral DNA integrated into
cellular DNA of recipient lymphocytes was subsequently
demonstrated by Southern blotting. Epidemiological data
as well as recent case reports suggest that patients may
develop ATV or TSp4,5 following HTLV-1 transmission
by blood transfusion.

The transmission of HTL V -1 blood products may be
prevented by screening donor blood for antibodies, as
shown in the above study. In endemic regions of Japan,
such screening tests have now become routine practice.

Decisions regarding donor screening and other preven-
tive measures in India await studies on the prevalence of
HTL V -1 infection and its related diseases in our country.
Blood is being implicated as the vehicle by which a
number of new organisms and diseases are transmitted.
Physicians should therefore attempt, as far as possible, to
use autologous blood or synthetic crystalloid and colloid
blood substitutes, and carefully assess the benefits and
risk before transfusing even a single unit of donor blood.
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SUMMARY
Eighty-nine patients with abdominal tuberculosis who had not
received any antituberculous treatment in the previous 6months
were randomized to receive either the Standard Regime (SR:
ethambutol and isoniazid for 12 months together with strepto-
mycin for the first 2 weeks) or Short Course Chemotherapy
(SCC: rifampicin and isoniazid for 6 months with pyrazinamide
for the first 2 months). A favourable response, defined as the
complete disappearance of initial symptoms or signs after
chemotherapy, was observed in 34/37 (92%) patients on SR and
in 36/37 (97%) on SCe. One patient in each group required


