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Malignant mesothelioma of the pleura

Malignant pleural mesothelioma is not a
common tumour but it has generated consider-
able interest because of its association with
asbestos which is a widely prevalent environ-
mental carcinogen. In persons with no known
exposure to asbestos the incidence is very low.
We report such a case.

A 55-year-old housewife was admitted with
fever, right-sided pleuritic chest pain and cough
with blood-streaked sputum for 3 days. She
had no history of tuberculosis, diabetes
mellitus, hypertension or any other major ill-
ness in the past. There was no occupational or
residential contact with asbestos.

On examination she was well built and well
nourished and there was no lymphadenopathy
or finger clubbing, She had a right-sided pleural
effusion without mediastinal shift.

The results of the investigation showed a
haemoglobin value of 10.8 gldl, a total leuco-
cyte count of 7000/cmm and an erythrocyte

. sedimentation rate of 85 mm in the first hour.
Sputum examination and culture for acid-fast
bacilli were negative. The postero-anterior
chest X-ray suggested that she had a right-sided
pleural effusion (Fig. 1) and the lateral view
indicated the presence of a mass or an encysted
pleural effusion (Fig. 2).

Pleural aspiration yielded no fluid and cyto-
logy showed only chronic inflammatory cells.
Computerized tomography of the thorax
showed gross thickening of the pleura, forming
a pleural mass extending from the pulmonary
hilum to the costophrenic sulcus measuring
10.3x9.7 cm. Passive collapse ofthe right lower
lobe was observed (Fig. 3). Bronchoscopy
showed extrinsic compression of the right lower
lobe.

With a provisional diagnosis of a pleural
mass, probably inflammatory, a right lower
lobectomy was done. There was no effusion.
There were moderate adhesions with an
indurated mass over the superior segment of

FIG 1. Chest X-ray (posterio-anterior view)
before treatment suggestive of right-sided
pleural effusion

right lower lobe containing a chocolate coloured
jelly-like material. There were no regional
nodes.

Histopathological examination showed
spindly cells with oval or elongated pleomorphic
hyperchromatic nuclei. Mitotic figures and
focal lymphocytic infiltration were also seen
which suggested a pleural mesothelioma.

The patient was put on cyclical chemo-
therapy with cisplatin 40 mg and ifosfamide
2 g intravenously daily for 3-day cycles repeated
every 3 weeks. Seven such cycles have been
given so far. The patient withstood the surgery
and chemotherapy very well. She is asympto-
matic after 6 months. A chest X-ray repeated
recently has not shown any extension of the
tumour.

Mesothelioma may involve the pleura,
peritoneum or pericardium. It affects persons
in the age group of 50-80 years (median 60
years), characteristically 20 to 40 years after
their first exposure to asbestos. The male-
female ratio is 2.5:1.

The main symptoms are dyspnoea, chest pain
and weight loss. Most have a pleural effusion.
Local spread causing cardiac tamponade,
superior caval or oesophageal obstruction,
spinal cord and intercostal nerve involvement
can occur. The tumours very frequently grow
through thoracotomy scars or needle tracks and
approximately 60% arise on the right side.

Pathologically they may be divided into an
epithelial type, sarcomatous type and a mixed
type; the epithelial type having a slightly better
prognosis. Butchart et at. I have proposed
various staging systems for malignant meso-
theliomas but none predict survival. Our
patient is in stage I.

About 500 cases of localized pleural
mesothelioma have been reported, most of
which arise from the visceral pleura. Correct
diagnosis is rare preoperatively. Resection is
the treatment of choice and curative even in
the malignant type.?

The differential diagnosis includes other

FIG 2. Chest X-ray (right lateral view) suggestive
of encysted effusion or mass lesion

malignant tumours or benign inflammatory and
reactive processes producing mesothelial
hyperplasia. Efforts should be directed to
exclude tuberculosis which is easily treatable.
p53 protein immunostaining is relatively
sensitive and highly specific in differentiating
reactive processes from primary or metastatic
malignancies in which histopathology is
uncertain.'

The treatment modalities include surgery,
chemotherapy or radiation alone or in combina-
tion. The results have been variable. Aggressive
multi modality therapy with pleurectomy and
decortication followed by intrapleural and
systemic chemotherapy for stage I pleural
malignant mesothelioma has been tried. The
median survival is 13 months and the median
disease free-survival 11 months.' The drugs
used include anthracyclines, cyclophospha-
mide, mitomycin C, cisplatin, 5-f1uorouracil,
etc. There is a 3a.40% response rate for
doxorubicin or cisplatin containing regimens.
Recombinant interleukin-Z has been suggested."
However, long term survival remains
anecdotal.

After a median survival of 6-18 months,
patients usually die of respiratory failure.
Prognostic variables associated with prolonged
survival include age less than 55 or 65 years,
performance status, epithelial histology, lack
of chest pain at diagnosis and therapy with
pleuropneumonectomy and chemotherapy.

Our patient with biopsy proven malignant
pleural mesothelioma of the sarcomatous type
did not have any exposure to asbestos. Her
age, good performance status, early stage of
disease and radical surgery followed by aggres-
sive chemotherapy with cisplatin and ifosfamide
are good prognostic factors.

5 July 1995 Abraham Oomman
Babu Chacko
M.D. Hospital

Kottayam
Kerala

FIG 3. CT thorax showing gross thickening of
the pleura with pleural fibrosis forming a
pleural mass extending from the pulmonary
hilum to the costophrenic sulcus with passive
collapse of the right lower lobe
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Poisoning by antidiarrhoeals

Although the World Health Organization
(WHO)l has recommended a ban on anti-
diarrhoeal drugs. they are frequently
prescribed by private practitioners and paedia-
tricians. Parental ignorance. anxiety, the
doctor's eagerness to provide prompt relief,
and easy availability of these drugs at chemist
shops have often led to serious complications.

An infant girl aged 4 months was adminis-
tered one tablet of lomofen (diphenoxylate-
atropine-furazolidone) for an acute episode of
watery diarrhoea. The medicine was dispensed
by a chemist without a prescription. Soon after
taking the tablet, the child became drowsy and
was unable to suck at the breast and developed
urinary retention-the two-phase pattern of
lomotil toxicity. On examination, we found
that the child was drowsy and had miosis. She
was given a gastric lavage and intravenous
fluids; she recovered after two days.

McCarron et af.2 have reported 8 cases of
lomotil overdose. These were primarily due to
opioid intoxication and occasionally associated
with atropine toxicity. Depression of the
central nervous and respiratory systems with
miosis predominated or occurred without any
signs of atropine toxicity in the majority.
Diphenoxylate-induced hypoxia was another
major problem associated with slow or fast
respiration, hypotonia or rigidity, cardiac
arrest, cerebral oedema and death.?

It has also been observed that children are
especially sensitive to atropine and exhibit a
narrow margin of safety. 3 Symptoms such as
drowsiness, lethargy, or excitement combined
with dyspnoea, hyperactivity, irritability,
thirst, ataxia, flaccidity or rigidity should
suggest the diagnosis.?

The recommended treatment is intravenous
naloxone for depressed or inadequate respira-
tion, followed by a continuous infusion of
naloxone, prompt gastric lavage, repeated
administration of activated charcoal and close
monitoring for 24 'hours. 2

Antidiarrhoeal drugs should never be used.
None of them has any proven value, and some
are dangerous. Although their use in infants
and children is fraught with hazards, paediatric
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formulations of lomotil are still available in
the market." Drug companies should stop
manufacturing such formulations.

23 July 1995 M. L. Kulkarni
Mohammed Anees ur Rahman

Department of Paediatrics
J.1.M. Medical College

Davangere
Karnataka
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Renal transplantation-
A fundamental right?

I am constrained to write again on an old issue
because of two points made by Drs Shivakumar
and Amalorpavanathan.' They say I have not
got my figures right. I invite them to read my
article again.? All the figures I quote are
authentic. However, what appals me is their
readiness to abandon Indians living below the
poverty line or in rural areas to their fate, who
would constitute far more than the 40% they
mention. They say these people are irrelevant
because they will not come to a tertiary hospital.
That is the crux of our disagreement. I maintain
that if public money is spent on a programme,
it should be available to all without discrimina-
tion, and should not be confined to those vocal
or influential enough to take advantage of it.
Eighty per cent of a country can never be
irrelevant.

7 July 1995 M. K. Mani
Department of Nephrology

Apollo Hospitals
Madras

Tamil Nadu
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II

The correspondence between motivated and
concerned doctors like M. K. Mani' and
S. Shivakumar and J. Amalorpavanathan- on
'Renal transplantation-A fundamental right'
sounds like the prescription of Marie Antoinette
regarding the substitution by cake if bread is

in short supply. This is the danger of extra-
polation from the experience of India to Bharat,
which comprises 90% of our population who
live in rural areas and urban slums where
millions of children suffer and die from diseases
such as acute respiratory infections, gastro-
enteritis and rheumatic heart disease. This is
mainly because of a lack of simple, safe and
cheap health care which can be taught to and
practised by the village's own community
health and paramedical workers in the absence
of any viable public or private services.
These children could then grow up as normal
individuals rather than as invalids after renal
transplantation or valve replacement done at
an exhorbitant cost.

Instead of demanding more funds for health
(we are already spending over Rs 40 000 crores,
three-quarters of this in the private sector),
doctors could help transform the scene if they
use their medical and ethical standing to inform
themselves, and consequently the public, that
'Health for All' needs no more funds but a very
different approach. Better utilization and
rationing of available resources is necessary
even in a country like the USA, which after
spending one trillion dollars in a futile exercise
finds that 40 million (or 15%) of its population
still have insufficient health care.

Doctors, who are concerned with the health
of all our people, should raise their voice
against the ills of the present system in which
the rich are overmedicated, the middle class
pauperized if they fall ill, and the poor made
to divert 8% of their earnings from food to
medicine and doctors, usually of the wrong
sort.

10 July 1995 N. H. Antia
The Foundation for Research

in Community Health
Bombay

Maharashtra
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Dr Mani replies

I wonder whether Dr N. H. Antia read the
letter I wrote which he has likened to Marie
Antoinette's prescription for the French
masses. I quote from that letter: ' ... the basic
health care of our population is inadequate.
Children are still dying of diarrhoea for want
of a pinch of salt, simple infections are killing
people who lack short term antibacterials. If
we have more money to spend on medicines,
we should attend to this before we splurge on
transplants.' I see no difference between his
opinion and mine. He only reinforces the point
I made. His quarrel on this score should be
with Drs Shivakumar and Amalorpavanathan.

However, I am afraid I cannot agree with
his second point. Many people spend a lot of
money on their own health. They will not divert
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their funds to the welfare of the poor. The state
must raise more funds for health care of the
indigent. These public funds should be spent
in the most effective manner to achieve the
greatest good for the greatest number. How-
ever, we cannot wish the private sector away.
Those who can afford it will seek private
medical care.

In his final paragraph, Dr Antia raises
thought-provoking issues about the direction
in which the Indian medical profession is head-
ing. We should not treat our patients as gold
mines to be exploited, but this seems to be the
goal for many of us. We must strive to provide
medical relief which the middle classes can
afford. State-of-the-art medicine ignores the
state of the purse.

20 1uly 1995 M. K. Mani
Department of Nephrology

Apollo Hospitals
Madras

Tamil Nadu

Drs Shivakumar and Amalorpavanathan
reply to Dr Antia

We are in total agreement with Dr Antia' in
supporting the development of a health care
strategy that will take care of the ordinary
needs of millions of our rural people. We agree
that such methods go a long way in improving
the health status of our country as a whole.
But here comes the disagreement. While
Dr Antia feels this is enough, we want to pro-
ceed further. Dr Antia wants the least to reach
the poor, whereas we want the best to reach
the poor. While Dr Antia is happy to see oral
rehydration solution (ORS) reaching the poor,
we want dialysis in addition to ORS to reach
the poorest person in the remotest corner of
the country. If the State does not fund the
medicare system, the poor and the middle class
will fall into the hands of the private sector
whose only aim is profit. Dr Antia points out
tha t people spend around Rs 30 ()()() crore on
their health. Mindless privatization of health
care will only worsen the situation.

Can we make the so-called 'cake' into
'bread'? The way lies in making our own
medical appliances and gadgets instead of
importing them. That will lower costs consider-
ably. The Chinese, with whose health care
system Dr Antia is familiar, have already set
an example for us. They make their own vascular
grafts at 10% of the cost of those available in
the market. Because of their indigenous
research, the Chinese have been able to effec-
tively ward off the greedy multinationals who
make exorbitant profits. If we could only pool
the abundant scientific talent in our country
and put our national laboratories to proper use
instead of making missiles and tanks we can
make our own hitech medical equipment
including surgical appliances, suture materials
and drugs. The Sree Chitra Thirunal Institute
has shown us the way.

If we accept that the state should not spend
its money on 'renal transplantation or valve

replacement surgery' because these patients
lead a 'doubtful life', then we fall into the
World Bank's trap of selectively treating some
diseases and leaving the rest to the private
sector. We know that Dr Antia does not
support the World Bank's policies on health.

23 1uly 1995 S. Shivakumar
1. Amalorpavanathan

Departments of Nephrology and Vascular Surgery
Madras Medical College

Madras
Tamil Nadu
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and Dr Mani

We would like to make it clear to Dr Mani'
that we did not suggest that the Indians living
below the poverty line or in rural areas should
be abandoned. It has been our experience that
poor patients with end-stage renal failure are
unable to undergo renal transplantation, even
if dialysis, renal transplantation and post-
transplantation management are given free of
cost, primarily because they cannot afford to
stay in cities for long periods. The solution lies
in decentralization of our medicare system. We
suggest a two-step strategy for the management
of renal failure.'

Step I. Making peritoneal dialysis freely
available in smaller hospitals (district and taluk
headquarters) to treat most patients with acute
renal failure. Peritoneal dialysis should be used
for a short period for all patients with chronic
renal failure as well so that recovery of renal
function is not missed and their potential as
candidates for renal transplantation is assessed.
This entails training physicians in these
hospitals in peritoneal dialysis which is a simple
procedure.

Step II. Those needing haemodialysis or
renal transplantation can be referred to the
nearest centres having these facilities. The
centres which have nephrologists and urologists
on their faculty should immediately take up
transplantation programmes.

It should be possible for many poor patients
to benefit from this two-step strategy. The
essence of our argument is that whatever treat-
ment protocols are available for the rich should
also be made available to the poor. We are
pleased that Dr Mani agrees with us.

4 August 1995 S. Shivakumar
J. Amalorpavanathan

Departments of Nephrology and Vascular Surgery
Madras Medical College

Madras
Tamil Nadu
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Detection of H. pylori infection

We do not agree with Prabhu et 01. that the
scoring (0-3) on the extent of Helicobacter
pylori infection.' on the basis of histopathology
can be correlated with the disease process. It
has been frequently observed that even in the
absence of the organism on histological exami-
nation, H. pylori can be detected by the rapid
urease test, culture and serology. We disagree
too that there is no correlation between the
presence of H. pylori and lymphoid aggregates
in gastric carcinoma and non-ulcer dyspepsia,
only on the basis of histopathology. Moreover,
the association of H. pylori with gastric
carcinoma or any other related disease cannot
be proved by only one test. As Glupczynski
has reported- the silver precipitate of the
Warthin-Starry stain in the mucus layer of the
biopsy smear may give false-positive readings.
We suggest that the Giemsa stain should also
have been used to demonstrate H. pylori. Our
experience has shown that H. pylori cannot
always be detected by a single test,3.4 but a
combination of non-invasive (serology, urea
breath test) and/or invasive tests (rapid urease
test, modified Gram's stain and culture) should
be used. Therefore, the conclusion of the
authors regarding the lack of association of
H. pylori with gastric carcinoma or lymphoma
may be incorrect.

24 1une 1995 Archana Ayyagari
Shanjana Sharma

Department of Microbiology
Sanjay Gandhi Postgraduate Institute

of Medical Sciences
Lucknow

Uttar Pradesh
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Reply

Histopathology has been accepted and recom-
mended as the single test which can act as a
gold standard for Helicobacter pylori infection
by authorities like Marshall and Peura.t- The
Warthin-Starry stain, though cumbersome to
perform but for which we have developed
expertise, is considered to be ideal for its
identification. >'7

H. pylori detection in our control group was
close to 80%. Addition of other tests would
increase the incidence in controls and patients
with gastric carcinoma. Our contention is that
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though H. pylori infection is widely prevalent,
the incidence of gastric carcinoma is not high.
Similar observations have been made in Africans
and Yemenis to which we have already referred
to in our article.s? We did not emphasize that
the lymphoid aggregates in the gastric mucosa
correlated with the incidence of carcinoma or
lymphoma. These findings were mentioned as
part of the histological examination.

20 July 1995 S. R. Prabhu
A. D. Amarapurkar
D. N. Amarapurkar

Departments of Pathology and Gastroenterology
Topiwala National Medical College

and B.Y.L. Nair Charitable Hospital
Bombay

Maharashtra
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On keyhole surgery

I read with interest the articles on keyhole
surgery by Dr N. H. Antia' and the comments
of Dr T. E. Udwadia.? The debate whether or
not to popularize minimally invasive surgery in
our country has been going on for a long time.
Unfortunately, most surgeons (Dr Antia is a
notable exception) have little knowledge of
health economics and blindly follow the West
in calling a procedure cost-effective under our
conditions. The capital cost of imported equip-
ment is always high, and when depreciation
and maintenance are taken into account it
becomes difficult to develop a self-sustaining
health care programme. We then have to
depend on grants from philanthropic institu-
tions or western funding agencies. It is with
regard to this that the practice of laparoscopic
surgery (and not diagnostic laparoscopy
using a crude old Indian laparoscope) becomes
questionable.
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According to Godlee ;' 'Last year [1992]
there was a net flow of $19 billion from the
40 poorest countries in the world to the richest.
These low income countries, 30 of them in sub-
Saharan Africa, received $16 billion in aid
but paid $35 billion in debt repayments and
interest. They defaulted on $12 billion, which
has been added to their debt. The total debt
now stands at $450 billion-nearly half of their
combined gross national products. While
struggling to feed their own people they are
forced to grow cash crops for export, and all
the time their debt to the developed countries
is growing. Extricating them from this debt trap
is a global public health priority.'

Do health professionals in India need to be
concerned at all? How far is imported high
technology and the so-called state-of-the-art
technology helping to alleviate human suffering
of the majority of the world's population-or
80% of our own population. In 1994-95 the
gross outflow of debt servicing was 21.9% more
than the net receipts in the form of aid in our
country.' The import of laparoscopic equip-
ment will only add to this figure so long as-our
industry is happy to act as a middleman and
not manufacture the product at cheaper rates.
Moreover, even in the West the incidence of
bile duct injury is up to 8%5.6 in laparoscopic
cholecystectomies. How many of our Indian
surgeons admit to such complications?

Many surgeons in India are now disgusted
with workshops on laparoscopic surgery which
they cannot afford. Even transurethral prostatic
resection, a procedure introduced 30 years ago,
is only practised by two out of the ten rural
surgeons according to a survey I did in 1993.

Dr Udwadia also fails to see the difference
between the private and the voluntary sectors.
Dr Antia belongs to the voluntary sector.
The private medical sector is a degenerate
product of capitalist economics and has evolved
out of western industrialization. History is
replete with examples of how voluntarism has
helped in human growth and progress.

3 August 1995 J. K. Banerjee
Consultant Surgeon

Rural Medicare Centre
Mehrauli

New Delhi
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MCI v. GMC

What Dr Sunil Pandya has written about the
Medical Council of India (MCI) II. General

Medical Council (GMC) , UK is applicable and
can be extended to all the medical societies in
this country when compared with those
abroad.'

For example, let us compare the Cardio-
logical Society of India (CSI) with the American
Heart Association (AHA). The total function
of a president of the CSI is to deliver a speech
on taking office, and another speech while
handing over charge at the end of the term.
What does he or she do during the one-year
term? Very little-because few members know
who the president of the CSI is except during
annual conferences. Should not the CSI be as
active as the AHA in educating people to
follow a healthy lifestyle, to prevent rheumatic
heart disease or coronary artery disease? If the
AHA can guide health policies in the USA why
cannot the CSI be involved in the same way in
India?

The medical profession in our country is
unwilling to accept and execute its respon-
sibilities.

23 June 1995 R. Tandon
Department of Cardiology

Siiaram Bhartia Institute of Science and Research
New Delhi
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Poison information services

Drs Mohan and Aggarwal have rightly noted
that management of acute poisoning in India
poses major problems and there is a need for
setting up Poison Information Services." We
wish to inform them and others that a National
Poison Information Centre has already been
set up in the Department of Pharmacology of
the All India Institute of Medical Sciences.
This centre will provide information on poison
identification, and advice on case diagnosis,
first-aid and management and treatment to
health professionals as well as to the lay public.
The infrastructure of this centre is complete
and services are to be started shortly.

Our colleagues are incorrect in stating that
activated charcoal which is the 'backbone' of
initial management of some poisonings, is not
manufactured by any pharmaceutical company
in India. This product is manufactured in
India by MIs Aesculapius Remedies (P) Ltd,
Ahmedabad and is available commercially by
the trade name of Acticol. Each bottle costing
Rs 16.50 contains activated charcoal IP (30 g)
in an effervescent base. The shelf-life' of the
preparation is 5 years.

5 July 1995 S. D. Seth
S. B. Lall

Uma Singh
Department of Pharmacology

All India Institute of Medical Sciences
New Delhi
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