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Keyhole surgery in India

Antia NH. Keyhole surgery. (Foundation for Medical
Research, Bombay, Maharashtra, India.) Lancet 1994;
344:596-7.

SUMMARY
The author alleges that because of the overpowering influence
of the West on the Indian medical profession, keyhole surgery
which has many problems (and no mentioned advantages) has
been introduced in India without considering medical, social
and economic implications in a country which has an annual
per capita income of about Rs 10 000. Adoption of this
inappropriate western model of development has resulted in
the dominant urban minority diverting even more health
resources away from the rural majority. '

Dr Antia bemoans that Bombay already has several magnetic
resonance imaging (MRI) and computerized tomographic (Cf)
scanners, lithotripters and intensive care units (ICUs).
Instrumentation and technology is being aggressively promoted
by foreign manufacturers with offers of kickbacks. The medical
profession, ignorant and alienated from the reality ofthe Indian
people, is accepting these new technologies for self-glorification
and monetary gains. The exchange of experts between the West
and India 'has played an important part in this commercializa-
tion of human suffering'.

Keyhole surgery is the latest example of the distortion of
surgeons' values. The cost of the equipment is Rs 2.2 million
which makes this type of surgery prohibitively expensive-
the surgeon's fee for a laparoscopic cholecystectomy 'is
equivalent to the annual income of a middle class family'. An
appendectomy through a 5 em McBurney incision is safer, less
traumatic and far cheaper than through a laparoscope. The cost
of hospital stay in India is 5% of that in the West, negating
any economic advantage of laparoscopic surgery in India. Not
only is laparoscopic surgery out of the reach of 99% of Indians,
but it also provides an inadequate field of vision. Laparoscopic
sterilization has a far higher complication rate, immediate and
delayed, than minilaparotomy. .

Although keyhole hernia repair has not been generally
regarded to be superior to the open operation even in the West,
the high prevalence of adhesions due to tuberculosis of the
abdomen and salpingitis, leaving aside the cost and effectiveness
of such procedures in 'need-based' countries, questions the
ethics of those promoting keyhole surgery on both sides of the
globe.

COMMENT
No one can disagree with the nature of India's socio-
economic problems or the mal distribution pf health facilities
as presented by Dr Antia. However, I take exception to his
blaming the West for all our medical ills! This 'foreign hand'
theory, so dear to some of our politicians, is an exercise in
self-delusion to save ourselves the embarrassment of accept-
ing the blame for our own failings.

If Dr Antia is to be taken seriously there is no place in
Bombay, let alone in India, for more MRI and Cf scanners,
lithotripters or ICUs. Presumably the same applies to the
rest of the developing world. An extension of the same logic
would apply to other agents which help in 'adoption of an
inappropriate western model for the development of our
country', such as computers, air travel and advanced
communications. Would Dr Antia have 90% of the world
population continue in a state of perpetual deprivation till
all sectors of the population are dragged down to the lowest
common denominator? Is there no place for an alternative
view? If the developing world is to shake off its lethargy
and take its place with the developed world it can do so
only by vigorous progress. The reason why the majority of
doctors in India (myself and Dr Antia included) prefer to
work in the private sector are well known and have been
frequently documented even in this journal. 1

Dr Antia could have researched his piece of criticism of
all aspects of current Indian medicine somewhat better.
Laparoscopy is not new to India. Diagnostic laparoscopy
has been practised in several parts of this country since 1951
and there is voluminous Indian literature on this subject.?
The reason diagnostic laparoscopy was started in India was
because of the awareness and understanding of the economic
difficulties of the masses-the then conventional diagnostic
aids took a long time to organize, provided unsatisfactory
results and were costly. The procedure was started at the
J.J. Hospital, Bombay-a teaching hospital which provides
free health care to all patients. It soon spread among
surgeons and yielded a positive histological diagnosis in
86% of patients.! The equipment was purchased by a
surgeon working in the private sector from his personal funds
and used on 3500 patients over 20 years, with no mortality
and a 0.08% complication rate. Dr Antia's warped percep-
tions as well as an irrational antipathy to the very word
'laparoscopy' has made him run down one of its greatest
contributions=-laparoscopic sterilization. There is no better
example of a modern technique being used for the needs
of the poor in a developing country. With an estimated
200 million sterilizations still to be performed in India to
achieve a birth rate of 25 per 1000, the faster technique of
laparoscopic sterilization has been adopted by most State
Governments.!

The cost of imported equipment is, in fact, half that quoted
by Dr Antia. Also, it is not dependent on the exchange
rate, thanks to the ingenuity of Indian manufacturers and
the impetus this technique has given to the Indian surgical
instrument industry. All the equipment required is locally
manufactured at a fraction of the cost mentioned by
Dr Antia.

The laparoscope provides a much wider field of vision
than a 5 em McBurney incision; one can view the entire
peritoneal cavity from the diaphragm to the pelvis and also
the retroperitoneal structures. The use of the laparoscope
for diagnosis and, if required, for therapy of acute abdominal
pain, particularly in females, is one of the major advances
in the surgery of the acute abdomen.
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If the cost of hospital stay in India is 5% of that in the
West, so also (as Dr Antia stresses) is the income of the
average Indian and hence the saving in hospital cost
would be similar proportionately. When laparoscopic
cholecystectomy entered the scene it was calculated that the
National Health Scheme in the UK would save 21 million
pounds a year if all cholecystectomies were done laparo-
scopically.' If the cost of health care is important to a
developed country, should it not be even more important
to ours which has almost 20 timesthe population of the UK?
But the main benefits of laparoscopic surgery transcend mere
economics-the saving in terms of human value of less pain,
less medication, shorter hospital stay, early return to family
and productive work, excellent cosmesis, and a lower
incidence of postoperative ileus, adhesions, wound infection
or hernia.

The cost of laparoscopic surgery varies in India in different
economic settings; it is free for poor patients. Nowhere
does it more than marginally exceed the cost of open surgery
in any hospital-public or private. The charges for a hospital
bed in India vary from Rs 30 to Rs 3000 per day with
operation theatre and surgeon's fees ranging pari passu.
Fees in the private sector are dependent on the economic
status of the patient. To state that the fees of laparoscopic
cholecystectomy are 'equivalent to the annual income of a
middle class family' is a misrepresentation giving a distorted
and false impression that the surgeon has deprived a poor
family of its entire annual income!

After 20 years of diagnostic surgical laparoscopy and
experience of several hundred cases, the first laparoscopic
surgery in the developing world was performed 5 years ago,
quite appropriately, in India." This was in the face of severe
criticism and doubts about its future. Since then it has spread
all over the country, and is performed in private hospitals,
teaching hospitals, charity hospitals, small nursing homes in
major cities, small towns and even in rural areas. From one
centre holding a workshop in Bombay it has snowballed
where surgeons in small towns are holding workshops for

peR for the detection of Mycobacterium
tuberculosis DNA

Schluger NW, Condos R, Lewis S, Rom WN. (Bellevue
Chest Service and Division of Pulmonary and Critical Care
Medicine, New York University Medical Center, New York,
USA.) Amplification of DNA of Mycobacterium tuber-
culosis from peripheral blood of patients with pulmonary
tuberculosis. Lancet 1994;334:232-3.

SUMMARY
The rapid diagnosis of pulmonary tuberculosis is done mainly
by detecting acid-fast bacilli in the sputum on light microscopy
but this is positive only in one-half to three-quarters of cases.
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their colleagues. We now have our own Indian Association
of Gastrointestinal Endo-Surgeons whose first Annual
Conference was held in March 1995 at New Delhi where
over 600 delegates discussed the guidelines for training
and accreditation.

Laparoscopic surgery is no longer 'all the rage'-it has
reached maturity in a very short time not only in India, but
also in most of the developing world. It will continue to
grow till another form of treatment evolves which is even
less invasive and traumatic and more precise.

I share Dr Antia's concern for ethical norms and values.
But is it fair to blame progress or a new procedure for the
erosion of our ethical standards? By our lack of conviction,
capability and courage to check and eliminate the real
culprit-human failure-it is we ourselves and not any
procedure that is to blame. Several points in Dr Antia's
piece are valid and well taken, but we cannot cure our
professions' ills by victimising progress. Kidney transplanta-
tion is a life-saving procedure. The shocking degradation of
medical ethics associated with it is not a reflection on the
procedure, but on the sad and decrepit state of our medical
councils, indifferent health departments and our passive
'silent majority'.
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The polymerase chain reaction (peR) has also been used with
variable results-sometimes no more useful than sputum exami-
nation. Schluger et al. in an earlier study found that peR could
not distinguish between active and inactive disease.

They have now examined peripheral blood by peR for the
presence of Mycobacterium tuberculosis DNA. They collected
samples from 8 consecutive patients with pulmonary tuberculosis
and from 18 healthy controls, half of whom were tuberculin
skin test positive. In all 8 patients circulating M. tuberculosis
DNA was detected in the mononuclear fraction of peripheral
blood while no M. tuberculosis DNA was present in the plasma
fraction. None ofthe healthy controls had positive PCR results.

The authors conclude that this peR technique may be useful
for the rapid diagnosis of tuberculosis.

COMMENT
The PCR is a sensitive technique enabling only the chosen
target portion of DNA to be amplified. Each cycle takes


