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Byssinosis

The study by Murlidhar and his colleagues' was
primarily the result of a felt-need approach. It is
quite possible that only those with symptoms
attended their camp and therefore a falsely high
prevalence rate of disease was reported. At the
same time, the authors could have missed some of
the early cases using a cut-off value for forced
expiratory volume at one second (FEV ,) less than
60% (of the predicted result). It is. therefore,
unlikely that the investigation accurately assessed
the prevalence of byssinosis.

We suggest it might have been better to grade
the disease symptomatically as has been done
elsewhere in epidemiological studies.'

It is also not clear how many of the three criteria
they mentioned were included simultaneously to
diagnose byssinosis and what steps were taken to
lessen theseveral types of bias which are possible
while administering and evaluating a question-
naire.

Finally, emphysema in byssinosis has not been
described previously, even in necropsy studies in
textile workers. J
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Antibiotic therapy in tuberculin-
positive children with lung lesions

N. Somu and colleagues' have raised the question
of whether to start anti-tuberculosis treatment in
tuberculin-positive children. This has been an-
swered convincingly by Dr John Sbarbaro.' He
states that 'treatment based on clinical diagnosis is
an acceptable alternative, and in fact, establishing
a clinical diagnosis through medical intervention
has long been a clinical practice'. Sbarbaro is even
more emphatic when he asserts: 'Clinical tubercu-
losis, even in the absence of positive smears and
culture should be treated'.

The assertion by Somu et al. that starting anti-
tuberculosis treatment (without excluding mim-
icking conditions) is irrational and may be hazard-
ous is also answered by Dutt and colleagues' who
gave 452 patients with three negative smears and

cultures four months treatment with isonicotinic
acid hydrazide (IN H) and rifampicin. Although
the average age of patients was 59.7 years, toxic
hepatitis was reported in only 0.9%. Non-life
threatening side-effects occurred in 3.8%. Dutt
and colleagues quote extensively from the pub-
lished literature and assert: 'It is common practice
to give a full course of chemotherapy (in sus-
pected but unconfirmed cases of tuberculosis)
because of the frequency with which such cases
otherwise progress to active tuberculosis'.'

A major omission in Somu et al. 's article is
whether or not lymph node enlargement was present
on chest radiography. It is well known that lymph
node enlargement rather than the parenchymal
lesion is usually more obvious.' Further; paren-
chymal lesions may be detected at any stage of
development and in any portion of the lung, or
they may be too small to be seen on the radio-
graph. ~Lymph node changes tend to persist longer
than parenchymal shadows. ~The basic principles
of treatment of tuberculosis in children are essen-
tially the same as in adults.' The American Tho-
racic Society has recommended that 'primary in-
trathoracic tuberculosis (parenchymal infiltration,
hilar adenopathy, or both in a child with signifi-
cant tuberculosis skin reaction) should be treated
with at least two drugs'." Somu and colleagues
apparently waited three weeks in a similar clinical
situation.

Many years ago, Stead and Bates warned phy-
sicians against delay in recognizing the presence
of tuberculosis due to confusion caused by aspira-
tion pneumonia. In the ninth edition of Harrison's
Principles of Internal Medicine, they warned that
'aspiration pneumonia can mimic tuberculosis,
the distinction can usually be made eventually,
but much valuable time may be lost while the
patient is being treated for the wrong disease'.
They add, 'if the differentiation cannot be made
readily, it may be advisable to treat with anti-
microbials in addition to anti-tuberculosis medi-
cations' .7

The contact history of 28% seems to me to be
rather low. An analysis of parents and carepersons
with even a mere tuberculin test will reveal a
higher prevalence of tuberculous infection in fami-
lies.

Pulmonary tuberculosis is rampant and along
with HlV infection it poses a great threat of infec-
tious illness to the whole world.

The question is not whether to treat. It is how to
treat, how many drugs to give and how to keep
patients on treatment until they stop excreting the
bacilli.
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Doctors' awareness of CPA

The landmark Supreme Court judgement (Indian
Medical Association v. V. P. Shantha and others)
on the applicability of the Consumer Protection
Act (CPA), 1986 to doctors was passed on 13
November 1995. Two to three weeks later a survey
was conducted amongst 65 doctors of the All India
Institute of Medical Sciences (AIIMS), New Delhi
to assess their awareness about the implication of
this apex court ruling for doctors working at the
AIIMS. A questionnaire was given to elicit their
response on the subject. The results are shown in
Table I.

TABLE I. Doctors' awareness of the Consumer
Protection Act, 1986

Designation n Is CPA applicable to AIIMS?

Yes Not sure No

Senior resident 25 14 6 5
Junior resident 27 16 7 3
Intern 13 9 4 0
Total 65 39 17 8

The doctors attributed their source of know-
ledge to newspapers that carried the news of the
Supreme Court ruling that patients can sue doctors
in a Consumer Forum. It is quite clear from the
result that the news reports were interpreted dif-
ferently by different people due to individual bias
and selective reading. We feel that the Act is
applicable to government hospitals where ser-
vices are rendered free as well as on payment. The
judgement divides medical practitioners, govern-
ment hospitals with nursing homes and private
hospitals with nursing homes into three catego-
ries:

I. Where services are rendered free of charge to
everybody availing the said services,

2. Where charges are required to be paid by
everybody availing the services, and
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3. Where charges are required to be paid by
persons availing services but certain categories
of persons who cannot afford to pay are
rendered service free of charge.

The court ruled that hospitals, nursing homes
or dispensaries, whether government or private,
belonging to categories 2 and 3 would be covered
by the definition of 'service' under the Act and as
such doctors employed and serving in these hospi-
tals are amenable to the provisions of the Act
along with the management ofthe hospital,jointly
or severally.

It is common knowledge for the residents and
interns that the AIIMS not only runs pri vate wards
where services are rendered on payment but the
hospital also charges ordinary patients for various
diagnostic tests and procedures. Hence, AIIMS
falls into category 3 and its doctors and hospital
authorities are liable to patients. It is rather sur-
prising that only 60% of the respondents were
aware of the fact that they come under the ambit of
the CPA. Furthermore, the negative response of
20% of the senior residents should be a matter of
concern to the Department Heads and the hospital
authorities. The authorities should issue an urgent
circular to all health care personnel about the
implications of CPA.
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The Director replies

The Consumer Protection Act is an issue of great
importance to all medical practitioners and insti-
tutions involved in providing health care. As such
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there can be no doubt that we all need to know
about its provisions. At the time the survey was
conducted the decision of the Supreme Court was
very recent and not many people were clear what
exactly the implications were.

We, as an institution, have set up a committee
chaired by a senior member of the faculty to look
into all the implications and ramifications of the
Act and the decision ofthe Court. The fact that we
too have had to take legal opinion highlights the
fact that aJthough the newspaper reports were
factually covered they did not really spell out the
details or the consequences.
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Medical issues-A perspective

The great expectations aroused in the early post-
Independence era, that our country would be able
to establish a comprehensive and universal health
and medicare system, have not been fulfilled. As
we approach haJf a century of Independence, we
are faced with the stark reality that the majority of
our people have little or no access to modern
medical care. Communicable diseases, most of
them preventable or easily treatable, continue to
extract a heavy toll of morbidity and mortaJity.
Sanitation is poor and food distribution unequal,
This gives rise to the afflictions of poverty such as
kwarshiorkor and cholera which maim and kill
with shocking regularity,

Doctors are in a state of confusion about this
situation. Their learning and training convinces

them that technologically these diseases should
not exist. They, therefore, often uncriticaJly and
fatalisticaJly accept the other causes over which
they have no control, like population and illit-
eracy are to blame.

The possibility of career-fulfilment by pursuing
so-called 'state-of-the-art' technologies tempts the
best and brightest of doctors. In recent years, the
increasing number of people with a disposable
income has made the pursuit financiaJly reward-
ing. We are now confronted with privatization of
medical care to an astounding degree. A decade
ago, most of the innovative technology in medical
care was affordable only by the public funds
available to government-run hospitals. Today,
every technological advance in medicine is more
quickly available in India in the private sector.
This situation has brought innumerable problems
in its wake. The heavy expenditure involved in
purchasing these facilities has ensured the near-
absence of ethics and science in much of private
medicare. Excessive use and misuse of diagnostic
facilities and unnecessary surgery have become
commonplace. There is no doubt that not only the
general public, but a section of the medical frater-
nity are unhappy with this state of affairs.

This is the impetus for the beginning of a new
journal-Medical Issues. It seeks to debate aJl
these problems and synthesize solutions. Only by
a process of critical examination and analysis can
we develop answers to the health problems of
India. We invite your cooperation and contribu-
tion to this debate. Medical Issues will appear
quarterly beginning in 1996. An annual subscrip-
tion costs Rs 100. All those interested should send
their subscriptions and editorial correspondence
to Medical Issues, B4/6 TNHB Rental Quarters,
Padipudu Nagar, Annanagar, Western Extension,
Madras.
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