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Regional Meeting on Epidemiology, organized by him, that
the WHO/lEA help further development of epidemiological
studies in the Southeast Asian Region. During his WHO
fellowship on medical education, he was asked to prepare
a monograph based on his stay in Europe. Instead, he
preferred to write on 'Teaching statistics to undergraduate
medical students in India'. In 1983, at Jhansi, he founded
a national professional society-The Indian Society for
Medical Statistics-which has ever since been working
extremely well. During his tenure in Jhansi, he made major
academic and professional contributions by publishing
research papers, editing a national medical journal,
organizing international meetings, developing links with
professionals from agencies such as the lEA, WHO, World
Bank and UNICEF. In 1985, Dr Srivastava was offered the
Directorship of the All India Institute of Hygiene and Public
Health, Calcutta by the Government of India, but due to
family circumstances he declined the offer.

In July 1986, Dr Srivastava was transferred (much against
his wishes) to the B.R.D. Medical College and Hospital,
Gorakhpur. This was a great setback as he never wanted to
leave the Department that he had himself built and nurtured.
At Gorakhpur, he had to discontinue several professional
activities, though he continued his professional association
with his Jhansi team till his death. After his retirement in
July 1990, he established a Sex Advisory and Treatment
Centre (SAT Centre) in Lucknow.
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Dr Srivastava made important contributions to
epidemiology, medical statistics and sexual medicine.
Besides publishing 162 research papers and several chapters,
he edited books on medical statistics and sexual medicine.

His professional career was studded with several honours
and awards. The Government of India and the World Health
Organization's South East Asian Regional Organization
awarded him a Certificate of Honour for his outstanding
contributions towards the success of the National Smallpox
Eradication Programme in India. Five professional organiza-
tions and societies including the National Academy of
Medical Sciences and the Indian Society for Medical Statistics
honoured him by bestowing fellowships.

Dr Srivastava combined his academic and administrative
pursuits with his interest in such diverse fields as films, arts
and literature. He acted as the doctor in the film Aakasn
Ganga which was mainly shot in the premises of the Jhansi
Medical College. He was a man with charm and grace and
these sterling qualities won him many friends, admirers and
well wishers.

Dr Srivastava is survived by his mother, wife, four sons
and a daughter.

B.L. VERMA
G.D. SHUKLA

M.L.B. Medical College and Hospital
Jhansi

Uttar Pradesh

Reproductive health care services

Half a million maternal deaths occur in the
world every year, 99% of them in the develop-
ing countries. The maternal and perinatal
mortality rates (PMR) have come down in
some countries because of the universal avail-
ability of maternity services.' The western
maternal mortality rates (MMR) are 2 to
9 per 100 000 live births, while in developing
countries the MMR still range between 300 to
1000 per 100 000.2 In developing countries
while thousands of women die, millions more
are permanently disabled. The causes for this
sad state of affairs are well understood and
measures to strengthen the health system have
been discussed over the years. But women in
rural areas and in urban slums are still without
proper reproductive care. Major medical
institutions in this country continue to receive
dead or nearly dead young mothers with
rupture of the uterus, septicaemic shock,
eclampsia and advanced cervical, breast or
ovarian cancer.

Between January 1989 and December 1993,
a total of 7110 deliveries took place in the
Department of Obstetrics and Gynaecology at

the Mahatma Gandhi Institute of Medical
Sciences, Sevagram which is situated in rural
eastern Maharashtra. During the same period
around 1.3% of women undergoing confine-
ment had eclampsia and 3% of all those who
underwent abortions had severe sepsis. The
MMR was 660 per 100 000 live births and the
PMR 73 per 1000 births. The major causes of
still births and neonatal deaths were obstructed
labour with abnormal presentations or dis-
proportion and eclampsia while those for
maternal mortality were eclampsia, sepsis (post
abortion and post partum), stage III complica-
tions and hepatitis. In 56% of admissions of
cancer of the cervix the disease was in stages
III and IV. Many women with leiomyomas of
the uterus or dysfunctional uterine haemorrhage
were admitted with haemoglobin levels of 3 to
4 g/dl, These data will be similar in any other
referral medical centre in the country and will
probably be worse in states less advanced than
Maharashtra.

All this is due to socio-economic problems
such as poverty, illiteracy, low social status of
our women, their early marriage, lack of proper
health facilities, inadequate transport facilities
and above all a poorly manned maternal health

delivery system. Bhatia? has observed a MMR
of 798 per 100 000 Iivebirths in southern India,
with rural areas having a higher rate (874)
compared to urban (545) areas. Almost 14%
of maternal deaths are due to induced abor-
tions." In fact more than lout of every 5 deaths
among women in their child-bearing age are
related to pregnancy.f Neonatal morbidity and
mortality are almost twice as frequent in
anaemic than in non-anaemic mothers.s

A high MMR and PMR acts as a major
barrier to fertility limitation. The effect may
be a voluntary biological phenomenon as an
insurance for replacement of lost children'? In
an earlier study we found that among the rural
population around our institution non-
acceptors of sterilization had experienced the
loss of more children than acceptors."

Women are a major asset of the nation,
community and above all the family. When a
woman dies, her child is unlikely to survive and
the family structure deteriorates. Deaths
of poor women in small villages and in poor
countries do not make the headlines. High
technology and hospital based curative health
services will not help prevent them but planned
and closely supervised services from the village
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level to tertiary training institutions will. The
system exists but is not working efficiently.
Urgent action is needed to end this silent
carnage.

2 November 1994 S. Chhabra
Department of Obstetrics and Gynaecology

Mahatma Gandhi Institute of Medical Sciences
Sevagram

Wardha
Maharashtra
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Alternatives to tetracycline
chemoprophylaxis against

pneumonic plague

The recent outbreak of plague starting from
Surat extending to New Delhi has brought into
focus certain problems faced by the health care
professionals who were exposed to the risk of
air-borne Yersinia infection.

Oral tetracycline in a dose of250 mg 6-hourly
for one week has been advocated as chemo-
prophylaxis in such a situation! but the
gastrointestinal side-effects of this drug are the
dose limiting factor and it is difficult to continue
taking it for more than 5 days. Even the World
Health Organization- is silent on what steps
should be taken if exposure continues beyond
a week. In fact even after a thorough search
of the literature we could not find whichever
the best prophylactic drug.

The hypothetical solution of giving continuous
chemoprophylaxis till the epidemic has cleared
is not practical. A combination of trimethoprim
and sulfamethoxazole (cotrimoxazole) was
thought to be an alternative strategem. But,
this is also not without its problems-there is
a range of adverse drug reactions on account

of the sulpha moiety and the emergence of high
level resistance to trimethoprim reported
recently from Transcaucasia and Mongolia?
and Tanzania" has been a cause for concern.

Newer and extremely effective antibiotics
are now available in the beta-lactam group
(cefotaxime, cefrriaxone) .and the fluoro-
quinolones (ciprofloxacin, ofloxacin).> Some
of these drugs have now been tested against
experimental Yersinia infection in animal
models or in in vitro culture systems and
cefotaxime and ceftriaxone were observed to
be effective." However, these compounds need

'to be given by the intravenous route and are
also expensive, limiting their use as prophylactic
agents in the field.

In Yersiniosis, fluoroquinolones have been
extensively tried and found to be effective.
Ofloxacin especially, was found to be as
effective as streptomycin and ceftriaxone."
Ofloxacin deserves to be studied as a prophy-
lactic agent in experimental animals. If it turns
out to be effective, it can be tested in the field
as an alternative to tetracyclines.

Rifampicin, originally introduced as an
antituberculous drug, has also shown promise
as a prophylactic drug against Yersinia pestis
in experimental animals."

10 November 1994 Alladi Mohan
Anoop Misra
Gopesh Modi

Department of Medicine
All India Institute of Medical Sciences

New Delhi
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Home care for patients

With the increasing costs of inpatient treatment
home care for patients' who have come out of
large institutions is becoming more important.

A closer cooperation between hospital
doctors and general practitioners will pay rich
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dividends not only to improve patient care but
also to understand their problems.

Home care should be stressed in the new
geriatric fellowship programme and in various
diploma courses.

12 October 1994 S. Vasudevan
Sir Ivan Stederord Hospital

Ambattur
Madras

Tamil Nadu
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Medical maladies

After nearly two decades in the medical pro-
fession, I have come to realize that it is affected
by serious maladies. All my colleagues feel the
same way, but do not have the courage to speak
out like Dr Mani.! Otherwise, things might
have been different. We are responsible for
the Consumer Protection Act and even help
patients take legal action against other
doctors by

1. Criticizing their prescriptions. For most of
us, this has become a reflex. As soon as we
come across any prescription, we immediately
comment on it negatively and then write our
own, often prescribing the same drugs under
different brand names.
2. Criticizing the operative procedures per-
formed by saying that they were not necessary
or inappropriate.
3. Occasionally directly instigating the relation
of a patient to sue.

We are also responsible for all the kickbacks,
cuts, commissions, favours and service-charges
that are now the norms. Yet when we are
treated as businessmen, we raise a hue and cry
and try to take shelter behind the nobility of
our profession. We cannot fool the public any
longer because people have become more
vigilant and educated, the media has become
more informative and life has become so hard
and costly that everybody wants value for their
money.

Previously, doctors used to have an almost
god-like status, because rrtedicine had not
become commercialized. Now the incoming
entrants into the profession are interested in
only one aspect of the jot>J..making money.
This may be understand~bl~ because their
medical education may have \been obtained
after paying a huge donation, so what else can
we expect! To survive in the rattace the young
doctors follow the examples or their seniors
who are no longer shining examples of virtue.
Idealism is established from above downwards
and construction from below upwards. Both
are urgently needed.

22 October 1994 Atul K. Agrawal
Railway Hospital

Lucknow
Uttar Pradesh
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Hepatitis B virus immunization in
renal disease

The study by George et al.' proves once again
that in India patients with renal disease who
are undergoing haemodialysis run a high risk
of developing hepatitis B virus infection.

Out of the 131patients registered 50 developed
the infection, i.e. one-third of the population
at risk. This has great importance particularly
to the long term prospects of renal transplant
recipients.

Notices

THE NATIONAL MEDICAL JOURNAL OF INDIA

Hepatitis B virus infection in these patients
is acquired through needle sticks during various
tests, blood transfusion and dialysis.

The poor or delayed antibody response in
patients with chronic renal failure needs to be
considered when planning a vaccination
schedule. It may be worth vaccinating all
patients registered in a clinic before they go
into renal failure. Once chronic renal failure is
established perhaps the dose of vaccine should
be increased to 40 I'g from 20l'g. It is, of course,
important to assess the antibody response.

It is time to consider a policy of universal
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vaccination for all patients undergoing dialysis
who are to undergo renal transplantation.

12 September 1994 Sethu Babu
CDR Hospitals

Hyderabad
Andhra Pradesh
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1. Third Annual Conference of the
Indian Society of Hypertension,
Hyderabad, Andhra Pradesh
7-18 December 1994
Information:

V. Shantaram
Department of Medicine
Nizam's Institute of Medical Sciences
Panjagutta
Hyderabad 500482
Andhra Pradesh

2. Twenty-seventh Annual Conference
of the Indian Pharmacological Society,
Bombay, Maharashtra
21-24 December 1994
Information:

N. A. Kshirsagar
Department of Clinical

Pharmacology
Seth G.S. Medical College and

K. E. M. Hospital
Parel
Bombay 400012
Maharashtra

3. Seventieth All India Medical
Conference of the Indian Medical
Association, Vijayawada, Andhra
Pradesh 25-30 December 1994
Information:

G. Samaran
Organizing Secretary
Vasavya Nursing Home
Patamata
Vijayawada 520010
Andhra Pradesh

4. III Annual Conference of Indian
Society of Otology, Bombay,
Maharashtra 2-4 January 1995
Information:

Anand K. Shah
KKR ENT Hospital and Research

Institute
827, Poonamallie High Road
Madras 600010
Tamil Nadu

5. X Annual Convention of the Indian
Virological Society, Trivandrum,
Kerala 16-18 January 1995
Information:

J. Shanmugam
Department of Microbiology
Sree Chitra Tirunal Institute of

Medical Science and Technology
Trivandrum 695011
Kerala
India

6. First International Conference on
Lifestyle and Health, New Delhi
2~21 January 1995
Information:

Bimal K. Chhajer
Department of Physiology
All India Institute of Medical

Sciences
Ansari Nagar
New Delhi 110029
India

7. Second International Conference on
Dietary Assessment Methods, Boston,
Massachusetts, USA
22-24 January 1995
Information:

Conference on Dietary Assessment
Methods

Harvard School of Public Health
677 Huntington Avenue LL-23
Boston, MA 02115-6023
USA

8. Third International Congress on
Biological Response Modifiers,
Cancun, Mexico 26-29 January 1995
Information:

CME Inc.
POBox 712
Princeton Junction
NJ 08550
USA

9. Forty-ninth Indian Dental
Conference, Ludhiana, Punjab
27-31 January 1995
Information:

Bahgwant Singh
A-6 Gurudwara Shaheedan Road
Model Town
Ludhiana
Punjab
India

10. Fifth International Congress on
Anti-Cancer Chemotherapy:
Neoadjuvant, adjuvant, and
experimental, Paris, France
31 January-3 February 1995
Information:

David Khayat
SOMPS-Hopital de la

pitie-salpetriere
47 Boulevard del'Hopital
75651 Paris Cedex 13
France

11. Fifty-third All India Ophthalmological
Society Conference, Bombay,
Maharashtra 2-5 February 1995
Information:

Kirit K. Mody
Salil Eye Clinic
506 Om Chambers
123 August Kranti Marg
Kemps Comer
Bombay 400036
Maharashtra

12. Molecular biology of cancer:
Implications for prevention and
therapy Maui, Hawaii
13-18 February 1995
Information:

American Association for Cancer
Research

Public Ledger Bldg
620 Chestnut St
Suite 816 Philadelphia
PA 19106
USA


