
SELECTED SUMMARIES

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
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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 of the healthy controls had positive peR 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
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5 to 6 minutes and after 30 cycles one target DNA fragment
can be magnified one million times and is then detected by
less sensitive methods such as hybridization with DNA
probes. While the detection level of DNA hybridization is
50 pg which is contained in about 10 000 bacilli (the detection
sensitivity of Ziehl-Neelsen staining is also 10 000 bacilli),
using PCR it is possible to obtain a positive signal even when
one bacterial genome is present. I

The insertion sequence (IS) 6110 is a transposon which is
present in multiple copy numbers (varying from 1 to 15) in
members of the M. tuberculosis complex and has not been
reported in any other mycobacterial species. However, PCR
has been reported to give false-positive results (due to carry
over of amplicons) as well as false-negative (due to presence
of inhibitory substancesj.?

On chest radiography, 3 patients who were sputum
culture-positive had a cavitary lesion while 4 had a non-cavity
infiltrate. None showed either miliary tuberculosis or clinical
or laboratory evidence of disseminated or extrapulmonary
tuberculosis. Six were infected with HIV while the 2 not
infected with HIV had a history of alcohol abuse.

Before the AIDS era, blood cultures for mycobacteria
were rarely done but in patients with HIV infection, it is not

HIV and prisons
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SUMMARY
The study describes the first recorded outbreak of HIV infection
in a prison setting, although several other reports have
suggested that the sharing of drug injecting equipment (needles
and syringes) have resulted in the spread of HIV in prisons. In
the spring of 1993, 8 symptomatic cases of hepatitis B infection
and 2 seroconversions to HIV were detected at Glenochil Prison
(for adult male inmates) in central Scotland. It was known that
drug injecting, with the sharing of injecting equipment, was
prevalent within the prison. This information led to the offer
of HIV counselling and testing to all 636 inmates who had been
in Glenochil in the six-month period starting from 1 January
1993. The principal aim was to provide intensive counselling
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infrequent to isolate either M. tuberculosis or Mycobacterium
avium-intracellulare from blood. Since 6 of the 8 patients
were HIV-positive, the results are not unexpected.

It is interesting that 1 of the 8 patients was not immuno-
compromised and had no clinical feature of disseminated
tuberculosis but was still positive by PCR. If this finding is
borne out by testing in a larger number of immunocompetent
patients it may offer a method for definitive diagnosis in
patients where the site is inaccessible or where the relevant
sample is difficult to obtain.
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(about the risks of sharing injecting equipment) and testing (for
hepatitis Band HIV) for inmates over a two-week period. This
initiative also aimed to introduce measures to prevent the spread
of infection. During this exercise, the prison was isolated with
no movement of inmates. Of the 636 inmates, 66 had been
released and 192 had been transferred to other prisons. Of the
remainder (378), 227 (60%) accepted the offer of counselling,
with younger inmates (aged 21-29 years) accepting the offer
more readily. The study also indicates that of the 151 inmates
who declined counselling, many were from a part of the prison
where injecting was known to be prevalent. Of the 227counselled,
162 (71%) were tested for HIV. Seventy-six (33%) had injected
drugs, 33 of them while in Glenochil. Of these, 6 refused testing,
15 were seronegative (with eight in the window period of
less than three months since the last high-risk exposure) and
12 were seropositive.

There were no infected men in the 34 tested injectors
(who had never injected in Glenochil) or among the tested
non-injectors. The evidence, even on incomplete testing of the
prison population showed a strong association between inmates
becoming infected with HIV and injecting in Glenochil in early
1993. Analysis of the admission of inmates and previous test
results indicate that of the 12 seropositive men, 8 transmissions
definitely occurred in Glenochil in the first part of 1993. Inmates
did attempt to clean their injecting equipment in prison but
these were mostly ineffective. Further, given the lack of clean
injecting equipment, a greater proportion of inmates shared
injecting equipment compared to when they were outside
prison. Only 1 (a non-injector) of the 227 inmates counselled
admitted to sex with another man in Glenochil.

COMMENT
This study has demonstrated what other reports merely
suggested; 1,2 that HIV and other infections can be spread


