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Government hospitals and the CPA

Following the landmark judgment by the Supreme
Court on 13 November 1995 regarding the appli-
cability of the Consumer Protection Act 1986
(CPA) to doctors and hospitals, the Ministry of
Health and Family Welfare (Department of Health),
Government of India issued a two-page letter,
dated 14 December 1995, to the authorities of
several medical institutions and hospitals working
under the Central Government. The letter sought
comments from these establishments about the
implications of the judgment.

However, the interpretation of the judgment
contained in this letter is likely to create some
confusion among the authorities and doctors work-
ing in these hospitals. The letter states 'The crux
of the judgment. as far as the Central Government
is concerned. is that the services by way of consul-
tation. diagnosis and treatment, both medical and
surgical. rendered free in the government hospi-
tals/dispensaries will not be covered within the
meaning "services" appearing in the Consumer
Protection Act and therefore the Government doc-
tors. hospitals/dispensaries will be outside the
purview of the Consumer Redressal Forum. How-
ever, the services which are paid for will be cov-
ered within the meaning of services as defined in
Section 2(1)(0) of the Consumer Protection Act,
1986. Therefore, the services which are paid for in
private hospitals or nursing homes will be covered
within this Act and hence amendable to the juris-
diction of the Consumer Redressal Forum.

It is felt that since the services which are being
paid for would come within the purview of this
Act, all services rendered in government hospitals
will not automatically come out of its purview.
Certain pathological, radiological and other diag-
nostic tests are being paid for in Central Govern-
ment hospitals. Therefore, the services rendered
by way of diagnosis for which a fee is charged by
the hospital will fall within the ambit of this Act.
Similarly, the services which are rendered and
paid for in the All India Institute of Medical
Sciences (AlIMS), New Delhi and the Post-gradu-
ate Institute of Medical Education and Research
(PGIMER), Chandigarh which are autonomous
institutions, will also be covered within the ambit
of this Act'.'

The aforesaid Health Ministry's interpretation
of the Supreme Court judgment gives the errone-
ous impression that government hospitals (e.g.
AIIMS) and doctors working in them would be
liable only for those services which are being paid
for. If the service was rendered free then the CPA
cannot be invoked. Such a view is contrary to the
Supreme Court judgment, which held that 'Ser-
vice rendered at a Government hospital, Health
Centre/dispensary where services are rendered on
payment of charges and also rendered free of
charge to other persons availing such services
would fall within the ambit of the expression
'service' as defined in Section 2(1Xo) of the Act
irrespecti ve of the fact that the service is rendered
free of charge to persons who do not pay for

service. Free service would also mean be 'ser-
viced' and the recipient a 'consumer' under the
Act.'

The Apex court classification placed all such
hospitals in category (iii), This judicial expression
leaves no room for any ambiguity ordoubt that all
patients, irrespective of the fact that they are
paying for the services or availing of them free,
have the right to sue the authorities and doctors of
hospitals such as AIIMS. In fact, the Court had
given a comprehensive account of the background
of the legislation and its judicial construction
while including the category (iii) hospitals under
the ambit of the CPA, 1986.

In their judgment, the judges explained: The
question for our consideration is whether the ser-
vice rendered to patients free of charge by the
doctors and hospitals in category (iii) is excluded
by virtue of the exclusionary clause in Section
2(1)(0) of the Act. In our opinion the question has
to be answered in the negative. In this context it is
necessary to bear in mind that the Act has been
enacted to provide for the protection of the inter-
ests of 'consumers' in the background of the
guidelines contained in the Consumer Protection
Resolution passed by the United Nations General
Assembly on 9 April 1985. These guidelines refer
to 'achieving or maintaining adequate protection
for their population as consumers and encourag-
ing high levels of ethical conduct for those en-
gaged in the protection and distribution of goods
and services to the consumers'. The protection
that is envisaged by the Act is, therefore, protec-
tion for consumers as a class. The word 'users' (in
the plural), in the phrase 'potential users' in Sec-
tion 2(1)(0) ofthe Act also gives an indication that
consumers as a class are contemplated. The defi-
nition of 'complainant' contained in Section 2 (b)
of the Act which includes, under clause (ii) any
voluntary consumer association, and clauses (b)
and (c) of Section 12 which enable a complaint to
be filed by any recognized consumer association
or one or more consumers where there are numer-
ous consumers having the same interest, on behalf
of or for the benefit of all consumers so interested,
also lends support to the view that the Act seeks to
protect the interests of consumers as a class. To
hold otherwise would mean that the protection of
the Act would be available to only those who can
afford to pay and such protection would be denied
to those who cannot do so though they are the
people who need greater protection. It is difficult
to conceive that the legislature intended to achieve
such a result. Another consequence of adopting a
construction, which would restrict the protection
ofthe Act to persons who can afford to pay for the
services availed by them and deny such protection
to those who are not in a position to pay for such
services, would be that the standard and quality of
service rendered in an establishment would cease
to be uniform. It would be of a higher standard and
of better quality for persons who are in a position
to pay for such service while the standard and
quality of such service would be inferior for per-
sons who cannot afford to pay.

Such a consequence would defeat the object of

the Act. All persons who avail the service by
doctors and hospitals in category (iii), are required
to be treated on the same footing irrespective of
the fact that some of them pay for the service and
others avail of it free of charge. Most ofthe doctors
and hospitals work on commercial lines and the
expenses incurred for providing services free of
charge to patients who are not in a position to bear
the charges are met out of the income earned by
such doctors and hospitals from services rendered
to paying patients. Government hospitals may not
be commercial enterprises in that sense but on the
overall consideration of the objectives and the
scheme of the Act it would not be possible to treat
the government hospitals differently. We are of
the view that in such a situation the poor who are
provided services free of charge are the beneficia-
ries of the service which is hired or availed by
those who pay. We are, therefore, of the opinion
that service rendered by the doctors and hospitals
falling in category (iii) irrespective ofthe fact that
part of the service is rendered free of charge,
would nevertheless fall within the ambit of the
expression 'service' as defined in section 2(1)(0)
of the Act. We are further of the view that persons
who are rendered free service are the 'beneficia-
ries' and as such come within the definition of
'consumer' under Section 2 (I) (d) of the Act.'

Thus, in the case of AIIMS and PGIMER which
fall into category (iii), it cannot be said that those
patients who are attending the casualty and emer-
gency department free of charge or the outpatient
department services after paying a token fee of
Rs 10 are not entitled to claim compensation for
deficient services under CPA unless they have
paid for investigations, diagnosis and treatment
and/or been admitted in the hospital ward. Hence,
contrary to the impression generated by the Health
Ministry leiter, a patient attending the outpatient
services of category (iii) hospitals has as much
right under the CPA to sue as any other admitted
(paying) patient in that hospital.

6 April 1996 L. R. Murmu
Department of Surgery

All India Institute of Medical Sciences
New Delhi
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The CPA and doctors: little cause for
cheer

No event in recent times has agitated doctors so
much as the decision that they are liable to be
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prosecuted under the Consumer Protection Act
(CPA). Almost every organization representing
them has opposed the Act. The consumer organi-
zations feel equally strongly that it is right that
doctors are covered by the Act. On what bases are
these contradictory positions founded?

It is true that medical care in India is in a chaotic
state. It is also true that medical malpractice is not
uncommon. The system does not ensure that a
person falling sick in India will obtain appropriate
treatment even if he/she has the money to pay for
it. These factors prompted the consumer organiza-
tions to call for coverage of doctors by the CPA.
But the effect of the Act on improving these
deficiencies is likely to be so microscopic as to be
non-existent.

An analysis of the people who approach con-
sumer courts reveals that they are almost entirely
educated. urban-based people. I The reality of In-
dia is that 70% of our countrymen live in villages.'
All the rhetoric about the Act being 'user-friendly'
masks the reality that however easy it is to use a
law. by and large only the educated have access to
it. The consumer organizations mainly represent
the interests of a relatively privileged section of
citizens. I do not suggest that this section should
not be represented. but emphasize that for the vast
majority of our countrymen the CPA is not going
to make a whit of difference.

On the other hand. almost every doctor is scared.
They fear vexatious litigation. Numerous articles
clarifying what the provisions of the Act are make
it clear that innocent doctors have little to fear'
Yet almost every doctor has evidence. either anec-
dotal or first-hand.' about what he/she considers a
miscarriage of justice. The contention that. even if
true. such instances are few and far between. is
cold comfort. Just as a patient in whom a medical
intervention goes wrong cannot be expected to
derive much solace from statistical accounts of
how rare such problems are; so also the doctor.
victim of a miscarriage of justice cannot be ex-
pected to be comforted by the suggestion that a
few sacrifices are necessary in the larger interest.
The adverse impact on his professional and social
standing is likely to be immense. As a corollary.
his capacity to earn is also likely to be adversely
affected.

If one wants a workable solution to medical
malpractice one must examine the real causes for
it. In my opinion these are: market forces in the
private sector. and lack of accountability in the
government sector.

Market forces have been hailed as extremely
beneficial to the health sector." They are supposed
to ensure excellence, economy and efficiency. But
any insider knows that this is nonsense. In fact
they are a potent cause-I would even say the most
important cause--of malpractice. The reality of
private practice in India is sobering. On the one
hand, you have the uneducated or poorly educated
patients who expect instant cures, and on the
other, you have a section of medical practitioners
striving to keep this illusion alive. It is nearly
impossible to remain scientific and ethical in the
private sector, and still earn enough to make both
ends meet. As an orthopaedic surgeon, it seems to
me, that when making the decision to operate or
not, one can do without the added pressure that
one course of action will fetch you more money
than the other. I am sure that every other specialty
will be subject to the same dilemma. It is no
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exaggeration to say that market forces in the
health sector ensure practices detrimental to the
patient. Over-medication, over-investigation, and
plain cheating are inherent in private medical
care. The only way to eliminate malpractice in the
private sector is to eliminate the private sector.

I can almost hear the sigh of disbelief and the
question: What is the alternative? I can predict the
familiar arguments about the sorry state of our
government hospitals. But one must remember
that these are not inherent characteristics of the
government sector. Cuba, with an entirely state-
sponsored health system has health parameters far
better than many countries with private medical
care.' The key to good service in the government
hospitals-and, one may add, in all institutions-
is accountability. When the doctors and other staff
in a hospital are directly accountable to the popu-
lation they serve, quality will certainly improve. It
is only when everyone including the elite. is
forced to use government hospitals that they will
ensure that these hospitals provide the quality
service of which they are capable. I doubt ifmany
doctors who are on policy committees will con-
vince the government that private medical care
should cease. After all, the rewards in private
practice. for a few, are incredible. And it is these
few who invariably get nominated to initiate such
a measure. It is a sad fact that they usually prefer
to spend public money in less useful ways.

It is not surprising. therefore, that government
hospitals have been exempted from the Act. Obvi-
ously, the government has no intention of provid-
ing quality care in its hospitals.

The consumer movement can be a powerful
vehicle for change. But ifit is to fulfil its potential
the consumer councils must do more than be
satisfied with the tinkering job that the CPA is. We
must not forget that many practices which are
unethical and detrimental to the patient's interests
likeoverdrugging or unnecessary surgery are never
detected by the patient and hence will never come
to court. The Consumer activists must pressurize
the government to introduce an effective and
comprehensive health care system, not based on
direct fees. Methods of ensuring the accountabil-
ity of doctors and other staff can be found. Unfor-
tunately the Councils are dominated by the elite.
who up to now have shown no inclination to work
for radical changes which will benefit the entire
population. But if the members of the consumer
councils feel that they will be a privileged section
who can escape the consequences of medical mal-
practice through the CPA, they are in for a major
disappointment. Elimination of medical malprac-
tice can only be ensured by a radically restructured
system in which every person can access that level
of the system appropriate to his condition. Only
when the elite have to use the same system as
everyone else will they ensure that it works. We
live in a society where the threat of a strike by
airline pilots ensures that they get over Rs I lakh
per month, because the elite use airlines. On the
other hand, senior doctors in government service
barely earn the same amount in a year-because
the elite do not use government hospitals. Acts
like the CPA are more symbolic than serviceable.

2 April 1996 Thomas George
Railway Hospital

Tiruchirapalli
Tamil Nadu
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Do the bells toll for our public sector
hospitals?

Commenting on public hospitals in Bangalore.
T. S. Ranganna' in The Hindu underlines the dete-
rioration in the quality of services offered at
government hospitals. especially compared to nurs-
ing homes and private specialty hospitals. It is sad
that despite awareness of their shortcomings such
as lack of functioning incubators or respirators.
doctors in public hospitals will not or cannot do
anything to rectify the situation. Instead, they
advise patients needing such care to go to private
hospitals. Their bedside manners also leave much
to be desired. Prescriptions are 'just thrown at
them (patients) with hauteur by the doctors'. Pro-
testers are pacified by the thought of reimburse-
ment of expenses.

Ranganna mentions about wards for legislators.
ministers and senior government officials in the
Bowring. Lady Curzon and other hospitals. The
Bowring Hospital characteristically 'sends a team
of doctors to run behind visiting VV1Ps·. These
wards remain out- of-bounds for the common man
even if he is prepared to pay for them. Even these
wards now lack equipment and staff. The public
hospital compounds are filled with garbage. The
surroundings of these hospitals serve as public
urinals. (Visitors to the Sir J.J. Group of Hospitals
in Byculla. Mumbai are familiar with such en-
counters.)

As has been noted elsewhere in the country. the
public hospitals of Bangalore were once the main-
stay of medical care. Their role has been taken
overby hi-tech institutions, for example, the Mallya
and Wockhardt Hospitals and others which appear
to have excluded all the unwelcome features of
public hospitals and provide generally acceptable
standards of medical care.

Why is this so'

Ranganna feels that the decay follows the night of
rich patients to private hospitals. 1beg to differ.

- The first and foremost reason is the sacrifice of
merit as the sole criterion in making all
appointments, from the Director or Dean
downwards. Corruption, nepotism, bowing to
the dictates of reservation for a wide variety of
scheduled castes and tribes have so putrefied
the administrative hierarchy that honesty,
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decency. discipline and values have all but
disappeared.
We then have the consequences of persistent
interference by politicians and bureaucrats in
the running of public sector hospitals. The
rare. able administrator is hamstrung by a
variety of Catch 22 situations.

- The budgetary allocations to all public sector
institutions-whether they be run by state
governments or municipal corporations-are.
in real terms. shrinking each year while costs
spiral upwards. It is therefore inevitable that
standards decline, shortages are universal and
development is at a standstill.
Finally, there is the migration of promising
staff members to the private sector. Countering
the temptations placed before them needs
almost superhuman strength. Take the case of
a recent offer by a new, 'state-of-the-an' private
hospital in New Delhi to a colleague. He and
his wife were offered jobs that would imme-
diately raise their income ten times. Inaddition,
there were a number of assorted goodies-a
fully furnished flat with all modern
conveniences free of cost, travel anywhere in
the world to pick up new techniques, and
facilities for attending conferences and other
medical meetings.

If this haernorrhage of talent and expertise con-
tinues, public hospitals must succumb.

Why not let the fittest survive and nature take
its course?
This would be a tragedy of high magnitude. Pri-
vate hospitals cannot and will not take on the tasks
so readily performed by public hospitals.

Care of poor patients. Despite the fact that 15-
30% of all private hospital beds are meant to be
free for poor patients, few can avail of these. Most
of those treated free are either servants of the high-
and-mighty or 'useful members of society' such as
bureaucrats, customs, income tax and excise offi-
cials, and others likely to benefit the hospital's
administrators. It is not uncommon for those serv-
ing in public hospitals to get patients referred to
themfrominstitutions such as theBombay, Hinduja
and Jaslok hospitals (to quote examples from
Mumbai of which I have personal knowledge) as
they 'cannot afford treatment' .

The care of patients with medico-legal prob-
lems. Private hospitals and their staff members do
not wish to face summons by courts and other
similar inconveniences.

The care of mass emergencies. We have before
us evidence of the care offered by public hospitals
tovictimsof thehorrendous bombblasts in Mumbai
a couple of years ago. Many of these patients had
gone to nearby hospitals, including the Bombay
Hospital, and had been directed to seek help else-
where despite their serious injuries.

The care of patients with HIV infection. Such
patients have been stigmatized, marginalized and
discriminated against by private hospitals. In-
stances of such behaviour arc on public record in
Mumbai.

For these and similar reasons, public hospitals
must not be permitted to die.

How can they be saved?

Persistent, organized and focused attention by
influential members of the public appears to be the

only way. A demand for transparency in the func-
tioning of these hospitals, supervision of the struc-
ture and function-in every detail-by experts of
unquestioned integrity and devolution ofpowerto
the people would go a long way in restoring to
these public hospitals their past reputation. Simul-
taneously, the sick poor would have access to the
excellent care they deserve-especially since they
have nowhere else to go.
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K.E.M. Hospital

Parel
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Maharashtra

Transplantation of Human Organs Act,
1994

The main thrust of the Transplantation of Human
Organs Act, 1994 is on internal organ transplants
and the ramifications of organ donation by live
donors and from brain-stem dead cadavers. By
including human eyes/corneas in the sweep ofthis
new Act without serious consideration, the eye
banking community has begun to face difficulties.
In fact, the Government of Maharashtra-which
was one of the few to pass early legislation to
accept the new Central Act-has already started
moves to drop human eyes from its purview be-
cause:

I. They find it impractical to strictly follow the
specified control regulations for registering
and monitoring eye banks and corneal
transplant surgeons in the state (Clause 14).

2. They also consider that, unlike internal organs,
no live donors should be permitted to donate
eyes under any circumstances whatsoever
(Clauses 3 [I) and 9 [IJ/9 (3)).

As the new Act cannot be implemented in pan,
and as the Maharashtra government is seeking to
continue the unrepealed Bombay Corneal Graft-
ing Act 1957/1976 as an interim measure, there
has been more confusion. While the new Act
permits a 'registered medical practitioner (RMP)'
to perform enucleation, the earlier Act allows this
only if the RMP is working in 'a hospital or a
medical or a teaching institution meant for thera-
peutic purposes'. Otherwise a degree in Ophthal-
mology is deemed necessary.

The overall result has been that much of the
usual enucleation procedures, eye banking and
corneal transplant activities in Maharashtra have
been rendered technically illegal.

If the Central Government decides to begin
drafting amendments to the Transplant of Human
Organs Act, 1994, it is hoped that the suggestions
madeby theEye BankAssociation oflndia (EBAO
will be given due consideration. This association
is an all-India, humanitarian, non-profit organiza-
tion which aims at relieving corneal blindness by
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spreading awareness of eye donation and improv-
ing the eye banking network.

Another point that the government needs to
note is the question of quality standards and effi-
cient functioning of eye banks. Encouraging their
proliferation without built-in checks is counter-
productive. It could also result in lower corneal
transplant success rates and wastage of precious
tissue. The EBAI is therefore seeking empower-
ment as an 'approved institution' to assist the
government in monitoring the opening and func-
tioning of eye banks.

5 March 1996 Suresh Guptan
Eye Bank Associationof India

Mumbai
Maharashtra

'Kits' of anti-tubercular drugs

Tuberculosis, once considered life-threatening, is
now a curable disease in almost all patients due to
the use of a combination of anti-tuberculous drugs.
Despite this, one patient dies of tuberculosis al-
most every minute in our country. With the spread
of AIDSIHIV infection, the problem is likely to
get compounded due to emergence of multi-drug
resistance (MDR) in tubercle bacilli.

One of the commonest causes of high mortality
and morbidity in India is the poor drug-compli-
ance of patients which leads to the development of
acquired drug-resistant strains. Besides being a
danger to himself, a non-compliant patient harbour-
ing MDR bacilli is a danger to society as well
because he is a constant source of spread of the
MDR bacilli to others. Another important cause of
treatment failure is the use of inadequate doses or
inappropriate regimens.

Inorder to improve drug compliance, short term
chemotherapy (6 or 9 months) using rifampicin,
isoniazid, ethambutol and/or pyrazinamide has
been recommended. Compliance can be further
increased if two or more drugs are combined in a
single tablet. Such combinations, most often con-
taining rifampicin and isoniazid, have been mar-
keted in India for several years. Another recent
trend is to market the drugs (rifampicin, isoniazid,
pyrazinamide and/or ethambutol) in single packs,
each pack containing the daily requirement of
drugs to be taken in the morning. This trend has
caught the fancy of almost all pharmaceutical
companies with the result that the market is flooded
with these 'kits'.

The idea of having such kits in Indian markets
is appealing as it is likely to sharply reduce the rate
of non-compliance. However, on scanning the
composition of these 'kits', one finds all types of
dosage and drug combinations (Table I). Many of
these combinations do not provide the recom-
mended doses of anti-tubercular drugs1-' which
are as follows:
Rifampicin 10 mg/kg (max. dose 600 mg/day)
Isoniazid 5 mg/kg (max. adult dose 300 mg/day)
Pyrazinamide 30 mglkg (max. dose 2000 mg/day)
Ethambutol 25 rug/kg (in the first 8 weeks)

Besides the problem of under-dosage, it is irn-
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Table. I. Composition of some of the anti-tubercular
'kits' available in the Indian market

Brand name Composition

AKT-4 I capsule of rifampicin 450 mg
I tablet of ethambutol (800 mg)

and isoniazid (300 mg)
2 tablets of pyrazinamide 750 mg

Each capsule contains:
Rifampicin 225 mg
Isoniazid 150 mg
Pyrazinamide 500 mg

Each tablet contains:
Rifampicin 450 mg
Isoniazid 300 mg
Pyrazinamide 1000 mg

Each tablet contains:
Rifampicin 300 mg
Isoniazid 200 mg
Pyrazinamide 750 mg

Each capsule contains:
Rifampicin 225 mg
Isoniazid ISO mg
Pyrazinamide 750 mg

Each capsule contains:
Rifampicin ISO mg
Isoniazid 100 mg
Pyrazinamide 500 mg

I tablet of rifampicin (450 mg)
and isoniazid (300 mg)

2 tablets of pyrazinamide 750 mg

2 tablets of pyrazinamide 750 mg
I tablet of ethambutol 800 mg

I tablet of rifampicin 450 mg
I tablet of isoniazid 300 mg
2 tablets of pyrazinamide 750 mg

I tablet of rifampicin (450 mg)
and isoniazid (300 mg)

Isorifazin

Isorifazin S

Isorifazin forte

Macox-ZH

Montorip
Tricox

Rimactazid-Z

Rifacom-EZ

Zucox kit

Zucox E

possible for anyone to remember the variable
composition of these 'kits'. Further, the combina-
tions of tablets/capsules in these 'kits' also vary,
with some containing rifampicin and isoniazid
and others containing isoniazid and ethambutol.
Therefore, the prescribing physician may not be
sure whether the patient is taking the correct drugs
in optimal doses. It may be argued that every
physician must familiarize himself with the 'kits'
he is prescribing. However, a study conducted in
India has clearly shown the multitude of regimens
(many of them inadequate or inappropriate) used
by physicians in the treatment of tuberculosis'

Further, the patient may consult another physi-
cian, who may not be familiar with the composi-
tion of the 'kit' being taken. There is a good
chance that with these 'kits' the patient is not
being optimally treated and, therefore. may not
respond to therapy due to the development of
resistant strains, which defeats their very purpose.

In view ofthe above facts, we strongly feel that
the Drug Controller of India should regulate the
composition of the 'kits' (which could be used
according to the weight of the patient). These
could be as follows:

I. For patients weighing <35 kg: 300 mg
rifampicin, 200 mg isoniazid, 1000 mg
pyrazinamide and 800 mg ethambutol.

2. For patients weighing 36-50 kg: 450 mg of
rifampicin, 300 mg of isoniazid, 1500 mg of
pyrazinamide and 1000 mg of ethambutol.

THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 9, NO.3, 1996

3. For patients weighing 50-60 kg: 600 mg rifam-
picin, 300 mg isoniazid, 2000 mg pyrazinamide
and 1200 mg ethambutol.

5 April 1996 Praveen Aggarwal
R. Handa
J. P. Wali

Department of Medicine
All India Institute of Medical Sciences

New Delhi
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Polio eradication programme in India

The weekly epidemiological records of the World
Health Organization (WHO) and the Central Bu-
reau of Health Intelligence of India (CBHI) were
reporting an annual incidence of 10000-32000
cases of poliomyelitis during 1974-90. The CBHI
data were based on information received from
selected hospitals. On the understanding that these
data were not representative of the actual number,
Basu' estimated that less than I in 15 cases were
reported and that the actual incidence was about 2
lakhs per year.

The total number of cases in India is quoted to
be in the range of 3000-5000 per year.' A seventy
per cent reduction in the number of cases is being
claimed, i.e. a decline from 26 000 to 5000 cases.
Nobody is quoting the 200 000 figure anymore.
Thus, while progress in polio eradication in India
is commendable, in view of the 'pulse polio'
campaign now being undertaken in the country
there are some questions that require clarification:
I. Are these 3000--5000 reported cases only those

which have laboratory confirmation? Sokhey
in 1992 has stated that laboratory confirmation
is not yet widely practised.'

2. Are these cases based on the CBHI report
alone? Is the extrapolation as done by Basu in
1981 still applicable?

3. Was the extrapolation by Basu wrong? If so, it
would imply that the figures were unnecessarily
inflated to 200 000 in the 1980s and that the
problem of poliomyelitis was not as serious as
it was made out to be.

4. Is it possible that because emphasis is now on
confirmed polio cases, the other cases of
paralysis are being labelled as those of non-
polio origin? It is likely that earlier even these
non-polio cases were being included in the list
of polio cases.

5. What is the present number of cases of paralyses
from causes other than polio? This information
is important, since after eradication of
laboratory-confirmed poliomyelitis, as and

when it is documented, it would be vital to
determine the exact aetiology and presentation
of these non-polio cases, e.g. the differences in
clinical pattern of the disease compared with
polio. If after declaration of eradication of
poliomyelitis, non-polio cases continue to
occur, the problem will remain unsolved.

5 April 1996 Amar Jeet Singh
Department of Community Medicine

Postgraduate Institute of Medical Education
and Research

Chandigarh
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The HIV-tobacco theorem

The Hl V-tobacco theorem states that 'in terms of
risk of death, being a smoker is equal to getting
yourself deliberately pricked with an HIV -infected
needle, thrice every year.'

The proof:

I. The seroconversion rate following a needle-
stick injury from an Hlv-positive person is
0.47%' If one were to have 3 such injuries
every year. one would face a 1.5% risk of HIV
infection yearly, or a 45% risk over 30 years.
Since HIV infection is usually fatal within 10-
12 years, this would mean a 45% risk of death
over 40-42 years. Thus, thrice-yearly HIV-
infected needle-pricks would kill 45% of
recipients over 42 years.

2. Tobacco kills 50% of its regular users within
40 years.'

Therefore, smoking is at least as dangerous as
getting yourself deliberately pricked with an HIV-
infected needle, thrice every year.

It is time we stop the proliferation of something
as dangerous as HIV-the tobacco plant.

25 April 1996 Jayant Sharad Vaidya
Department of Surgery

Royal Marsden Hospital
London

United Kingdom
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