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Organizing a conference

Sir-Dr Mani' has highlighted some common
problems regarding conferences many of which
I have drawn attention to at meetings of the
Indian Orthopaedics Association. Our present
conferences are no less than 'Five star jamborees'
in which the participants enjoy everything
except the academic sessions. Every organizing
secretary wishes his or her show to be better
than the previous one. The organizers there-
fore spend vast sums of money on entertain-
ment and pay little attention to the scientific
presentations. Thus most of the papers recount
clinical experiences, which are basically repeti-
tions of previous submissions differing only in
title and the number of cases seen. The few
organizers who attempt to arrange good
academic sessions find that speakers and chair-
persons drop out at the last minute; no one
adheres to the prescribed time; the presentations,
including the slides, are of poor quality; there
is little discussion and. when there is. it is
accompanied by unpleasantness.

Something too must be done about the
continuing medical education (CME) prog-
rammes. There is no time allocated for discussion
and the postgraduates for whom these CMEs
are meant get discouraged and bored. The
invited speakers for the CMEs are the organizer's
friends from India and abroad-not necessarily
leaders in the field.

The cost of conferences should be reduced
by cutting the expenditure on food and the
delegate fee lowered to attract only interested
academics. The conference banquet should
also be abolished. Some drastic steps must be
taken or else medical conferences in India will
become a subject of derision.

2 November 1993 Atul K. Agarwal
Charbagh
Lucknow

Uttar Pradesh
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Medical libraries In Delhi

Sir-I write as a guest who has been made
welcome by all manner of people in India.
Although my comments as a candid friend may
not be as welcome, my experience of the
gap between what is and could be in medical
libraries precludes further silence.

The hospitality of a good library is essential
for research and teaching. To know what others
have done and are thinking, we need books,
journals and secondary serials. Information
must be both archival and current, with
facilities for obtaining what is not available
locally. Alas, many Indian academic libraries

are not good' which can be seen from the
outdated references in so many Indian papers.
Good intentions are not enough. With devalua-
tion of the rupee, the plight of libraries will
worsen. Many affluent countries have national
libraries which aim to buy every journal and
as many books as possible: the USA has the
National Library of Medicine at Bethesda and
Britain has a reference library in London and a
lending library at Boston Spa. Most western
scientists have large reprint collections; Sidney
Brenner observed that scientists no longer
read, they xerox.

There are plans for every medical school to
have access to databases and online searching,
with photocopies to be provided. Will India's
library facilities be adequate or will photo-
copies of articles in Indian journals have to be
provided from the USA?

India has a National Medical Library (NML)
in New Delhi which should contain not only
foreign journals, but should also be the reposit-
ory ofthe heritage oflndian medicine. In trying
to complete a bibliography of all that has been
published about polio in India, I turned to the
NML to fill the gaps left after exhausting the
resources of local medical libraries. I failed. To
find Indian journals I had to return to Britain. 2

At the NML, the Indian Journal of Pediatrics
starts with Volume 3, the Journal of Communi-
cable Diseases is not subscribed to and issues of
Indian Pediatrics and the Annals of the National
Academy of Medical Sciences (India) could not
be found. Journals are piled on the floor or
toppled over, out of place in dirty heaps of
unbound issues dropping off the shelves. They
are filthy, the covers and contents pages missing:
there are no indexes. Shelf guides are missing
and strip lights and fans do not work. Many
journals from the 19605 are still not bound.
Stout boxes stand empty on top of the stacks.
Two members of the staff tried to help me, but
could not find a single one of my requests. They
tried, they were kind, they were professionals.
Their distress at being placed in an impossible
situation was evident.

The one book I needed, published in New
Delhi, I found in the catalogue, but not on the
shelf. There were hundreds of books on the
shelves where my book might have been, but
only one in several hundred had any class mark
on the spine. The old World Health Organiza-
tion South East Region Office (SEARO) library,
donated to the NML is jumbled, dirty, unused
and unusable, stacked on rickety shelving,
useless.

It is time to act, not to blame, because some-
thing must be done and quickly. Fortunately
the library at the Indian National Scientific
Documentation Centre (INSDOC) provides an
example of what can be achieved. It has many
Indian medical journals, but not all. The All
India Institute of Medical Sciences (AIIMS)
also has a good library, but none of the older
literature. These three libraries now have
access to databases so there is considerable
duplication, but also large gaps. INS DOC now

has a database (1988-) of the contents of the
Indian journals in its collection.

All three libraries in the capital must collabo-
rate and integrate their medical and biomedical
collections and searching facilities. Many smaller
libraries in the capital could benefit from co-
operation and a single integrated catalogue.
There should be a complete collection of the
Indian medical literature, formed from the
existing collections and by buying or photo-
copying from other libraries. The international
literature should also be rationalized. The
buildings at INS DOC and AIIMS are suitable
as libraries although they may not be large
enough for expansion. The NML building is
less suitable and as it is so close to AIIMS, it
might be possible in time to amalgamate the
collections. INSDOC is not easy to reach.
However, it would be easy for a van to take
wanted journals and books to AIIMS and other
libraries each day and to collect those for
return. In the North of England a van provides
a daily service from Boston Spa to a dozen
widely scattered universities.

As journals are deteriorating rapidly, re-
searchers unable to find references waste
valuable time: Indian research suffers. As
elsewhere, more than one ministry is involved
and jealousy and rivalry hinder cooperation. If
researchers from all over India are to obtain
the journal articles they need, the three major
libraries in the capital should merge to offer a
comprehensive reference medical library with
an efficient photocopying service and only
overnight loans of journals. Biotechnology also
requires such a library. I very much doubt that
INSDOC would want to absorb NML, but
someone must bang the libraries together.

22 October 1993 H. V. Wvatt
Department of Clinical Medtcine

University of Leeds
Leeds

United Kingdom
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Fire at the All India Institute of Medical
Sciences: Hindsight review from the

emergency services

Sir-According to the Delhi Fire Service, the fire
that engulfed a part of the All India Institute of
Medical Sciences (AIIMS) on 27 April 1993,
was classified as 'major' and its grade is specu-
lated to be 'C' which refers to fires caused by
electrical faults.' The incident, however,
cannot be termed a disaster because for an
incident to thus qualify, even as a minor disaster,
there must be 25 to 100 casualties, dead or
alive, and 10 to 50 hospital admissions?
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Nevertheless, the situation at the AIIMS on
that fateful morning had the real potential for
becoming a disaster, and it provided a test for
assessing the preparedness and performance of
the Institute's fire fighting disaster plan. 3 Such
happenings demand introspection by us all.
Hindsight review is one such exercise, and it
should aim to identify the pitfalls in existing
disaster management, as well as to incorporate
newly acquired expenence.t The AIIMS fire
fighting manual, I which provides broad guide-
lines for fire prevention, and rescue operations
for patients in various wards is, however, silent
about evacuation of patients from the outpatient
departments (OPO).

The approach to first aid and support manage-
ment listed in the manual include the following:
I. Activate the disaster plan, if the fire is a
big one.
2. The casualty staff, residents and consultants
on call should be informed so that they can
prepare to receive the injured.
J. An assembly point in front of the casualty
department or OPO complex should be estab-
lished under the casualty staff who will sort out
the disaster victims and allot priorities as
specified in the disaster plan.
4. Contact should be established with other
hospitals in the city and they should be
informed about transfer of casualties in case
this is required.
S. On hearing the fire alarm or disaster siren all
medical and paramedical staff should report to
the assembly point to offer help.

How many of these instructions were
followed? When the fire was thought to be
spreading and it was declared to be a major one
the disaster plan should have been activated.
Instead only the OPO was closed. (The objec-
tive of the closure of the OPO is not to ensure
the safety of OPO patients but to keep the area
available to receive disaster victims.')

Because the OPO was closed without any
explanation large numbers of OPO patients
moved to the casualty department and crowded
that vital area. Here, according to the disaster
plan, the Institute's security personnel and
police should have controlled the crowd. This
would have ensured that the casualty area was
kept free to receive the fire victims, for triage,
and for their subsequent management. Unfor-
tunately, on that morning, the casualty team
was hard pressed not in looking after those who
needed emergency care but in warding off the
oncoming OPO crowd. The police post at the
main gate had no instructions to divert fresh
medicolegal cases to the Safdarjang Hospital
casualty department. Such cases continued to
come to the AIIMS casualty department and
could not be sent away without going through
all the medicolegal formalities.

Although nurses from the OPO did offer to
help in the casualty, there was no such response
from the doctors. It was evident that they were
neither aware of the disaster plan nor had they
been given instructions to go to the casualty and
share the work-load. Almost half the consultants
do not even have a 'page boy', so that contacting
them immediately is impossible.

All AIIMS residents' manual! states that
'All patients with bums are sent to the casualty
department of Safdarjang Hospital'. Our
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casualty did not have clear instructions regard-
ing this referral policy. In fact, because of
the close proximity of the Burns unit in the
Safdarjang Hospital, it might have been better
to take them there straight from the site of the
fire. This unfortunate experience should now
initiate a comprehensive review of the disaster
plan for the AIIMS.

Finally, we must express our dismay that the
reported deaths of many laboratory animals in
the fire has merely evoked pity. The use of such
animals for the purposes of research remains an
ongoing ethical debate, and Article 51 (9) ofthe
Constitution, as well as other laws elsewhere in
the world, provide for their adequate protection.
It is shocking that the entire discussion on the
fire, starting from prevention to protection, has
not mentioned the safety of research animals.

5 September 1993 L. R. Murmu
K. R. P. Ranga Rao

Praveen Aggarwal
Emergency Medicine

All India Institute of Medical Sciences
New Delhi
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Problems in Indian medicine

Sir-I consider the following to be the major
problems in Indian medicine:
I. The doctors trained by faculty members
who have gained their jobs through political or
other influences do not work on strong ethical
principles and instead of using simple clinical
methods and analytical reasoning, fall easy prey
to the inducements offered by the purveyors of
high technology gadgets. I These gadgets are
very expensive and are used indiscriminately.

Among the high-tech procedures which
are currently fashionable is laparoscopic
cholecystectomy. This is a lesser procedure
than the open operation, reduces hospital stay
and permits an early return to work. But it has
encouraged the commercialization of medicine
and its indiscriminate use by untrained surgeons
has caused many complications and some
fatalities.

Another source of corruption is the multi-
national drug industry which still controls
78"10 of drug production in India and heavily
manipulates drug prices.! Certain pharma-
ceutical firms pamper doctors with gifts and
they in turn prescribe their drugs, often against
the best interests of the poor and uneducated

. patient.
2. Medical research in India is still woefully
behind international standards with only 6 out

VOL. 6, NO.6, 1993

of 128 Indian medical colleges managing to
acquire 50 citations a year. 3 The faulty faculty
selection methods are again the major reasons
for this sorry state of affairs.
J. The trade in human organs in India has
resulted in the country acquiring a very bad
name in the international community. It is
mostly the poor and uneducated who sell their
organs being ignorant of the risks involved in
the operations. To avoid losing the money
offered they hide diseases they might be carry-
ing. This exposes the recipient to the risk of
hepatitis and AIDS.' Although kidney trans-
plantation is being performed in several hospitals
in India, there is no legal control on the institu-
tions performing transplants nor any legislation
to control organ transplantation. This has
seriously impeded the development of a
cadaver programme in India. A liver transplan-
tation programme has yet to take off. We
must seriously ask ourselves whether we are
prepared for such an expensive venture.
Although we must keep pace with medical
developments, this must be done without
affecting our basic health care system.
4. The reservation policy in medical education
is politically motivated and has led to frustra-
tion among deserving candidates together with
declining standards in the profession. This is
further compounded by extending reservations
to faculty selection and promotion; thereby
lowering teaching standards and effective
patient care.
S. Much needs to be done to improve the
working conditions of junior doctors who are
the backbone of any hospital. Their immense
frustration has resulted in periodic strikes
which have caused untold human misery and
the deaths of some seriously ill patients. Many
of our bright young doctors are leaving the
country for the United States and the Middle
East and the best brains do not apply for teach-
ing posts or leave the teaching hospitals once
they are able to set up their own practice.
This results in a further decline in academic
standards. The disparity between the pay,
the working environment and the facilities in
government and private hospitals is becoming
so large that the quality of medical services
available to the rich far exceeds that avail-
able to the poor.'

What should be done?
1. There should be no new medical colleges.
2. There must be a radical change in our
medical education to provide health care suited
to our needs as well as in the health delivery
system so that it reaches 80"10 of our population
who are poor.
J. Faculty selections should be on merit and not
on any other consideration.
4. Medical libraries attached to each institution
must be upgraded.
S. Medical audit should be instituted in all
hospitals to monitor complications and deaths.
6. There should be a law against practitioners
of alternative systems of medicine prescribing
allopathic drugs.
7. Drug prices must be kept within the reach of
the common man.
8. A comprehensive legislation for ethical
organ transplantation must be passed by the
government and cadaver donation legalized.
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An organ transplantation programme in our
country needs to be effectively organized
within our resources without compromising the
quality of primary health care. This should be
confined to a limited number of centres.
9. The politicization of doctors and medical
institutions must be stopped.

11 October 1993 S. K. Srivastava
C-39, Sarita Vihar

New Delhi
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Faulty faculty selection

Sir-There is a great deal of dissatisfaction
against not only the outcome but also the
process of faculty selection procedures in
medical institutions. I suggest the following
changes:

I. The present mode of application for a
post should be discarded. The forms currently
used by many medical colleges are badly
printed and ask for irrelevant information. The
application form should be revised and should
ask for only the following: Name, Age, Sex,
Marital status; Details of experience; Honours
and Awards; Names of four possible referees
(of which two should be chosen); Names of two
possible assessors (at the interview); List of
publications-The candidates' best five publica-
tions should be listed separately and reprints of
only these should be provided; and a brief
resume of one page in which the candidate
briefly summarizes his or her achievements in
clinical care, research, teaching and extra-
curricular activities and outlines his future
plans.
2. On the basis ofthe above details, a short list
of candidates should be made by the Selecting
Panel. The number of persons to be interviewed
should not be more than three or four times the
number of posts to be filled.
3. Each interview should last at least 20 minutes.
The selectors should guard against giving
the candidate the impression that they are
uninterested in the process. They should be
fair in their assessments.
4. Canvassing on a candidate's behalf by any
person should result in immediate disqualifica-
lion. This injunction must be enforced. It
will prevent the distasteful practice of many

candidates tryinl to let ministers and bureau-
crats to influence the decision of the Selecting
Authority.
5. Any member of the Selection Panel whose
decision is found to have been influenced by
non-professional considerations should be
debarred from holdina any position in any
medical college or scientific institution in India.
I think such measures will help restore

confidence in the selection process of our
medical colleges.

7 November 1993 D. Narain
Guwahati

Immuaodlapolla of tuberculosis
aad leprosy

Sir-Currently available immunodiagnostic
tests in tuberculosis and leprosy are insensitive,
and are inadequate for the diagnosis of
paucibacillary cases, I and the assessment of
drug therapy. They are unable to predict
relapses and often cannot distinguish ongoing
disease from previous exposure.

It is imperative therefore to characterize and
detect changes that reflect bacterial viability
as well as active growth. There has been
interest in the possibility that live mycobacteria
may secrete certain antigenic metabolites that
may be relevant to the rapid recognition of
infectious foci and the induction of protective
immunity.2 Some ofthese antigens, such as the
BCG 85 complex; have been identified and
extensively characterized in the supernatants of
axenic M. tuberculosis and BCG cultures.'

Studies of human and murine macrophages
infected with H37Rv in tissue culture imply that
growth in macrophages. is almost inevitably
associated with bacterial lysis. The analysis of
culture supernatants by either ELISA or two-
dimensional electrophoresis demonstrates
coexistence of classical secretory antigens
(e.g, BCG 8S complex) as weU as the exclusively
cytoplasmic antigens (65 kD, 19 kD; un-
published observations). Their active growth
in tissue culture may be likened to the develop-
ment of miliary tuberculosis with clinical
symptoms ,,"d of florid lepromatous leprosy
both of which are easily diagnosed.

However, if tissue culture is to provide a
design for an immunodiagnostic test, it must be
one where the quantity of secretory antigens
detected is in excess of the classical cytoplasmic
markers indicating the lysis of bacteria. The
skill lies therefore in developing a model tissue
culture system where such conditions can
be simulated. These conditions are more in
keeping with the clinical circumstances of an
impending relapse or of bacterial persistence
where bacterial numbers are low and bacterial
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lysis through immunological or physiological
mechanisms is minimal. It is only when these
conditions are reproduced in tissue culture
that the search for either a classical or a novel
secretory antigen becomes meaningful.

This may be attempted in tissue culture in a
number of ways:
I. By having a host cell which is relevant to
the disease profile but which may support
reasonable growth without lysis, e.g.
peripheral nerve Schwann cells when infected
in tissue culture with M. tuberculosis H37Rv
support a 100fold compared to the 300-fold
increase obtained in macrophages (un-
published observations).
2. Modification of serum concentrations,
which may reduce excessive growth but also the
background 'noise' of cytoplasmic antigens
released through the lytic process.
3. It is also possible that modification of tissue
culture may reveal a novel secretory antigen,
perhaps one that is a product of host-parasite
interaction rather than a pathogen. The
technique of two-dimensional electrophoresis
lends itself to screening of pal/ems of antigens
secreted rather than a single determinant.

The definition of lytic and non-lytic growth
conditions in tissue culture may yield re-
producible proportions of secretory to non-
secretory antigens which can be optimized
through experimentation for immunodiagnosis
of a viable focus of bacteria. A technique that
identifies and detects the appropriate secretory
antigens in these conditions would possess the
'ideal' sensitivity if it is true that small bacterial
foci are important in the occurrence of relapses.

2S October 1993 N. F. Mistry
S. Murthy

K. B. Sethna
V. C. Kulkarni
M. H. Harboe"

N. H. Antia
The Foundation for Medical Research

Bombay
Maharashtra

India

and" Department of Medicine
University of 0510

Norway
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