
198

Correspondence
THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 9, NO.4, 1996

Medical colleges in India

The authors of the article 'Which are the best
undergraduate medical colleges in India?" have
made several allegations against the Indian Coun-
cil of Medical Research (ICMR). We would like to
place on record the facts before your readers.

Allegation I. The authors claim that the ICMR
did not give information by stating that: 'It would
serve no useful purpose in undertaking a ranking
of medical colleges.'

Facts. The senior author (Dr S. Nundy) had
contacted the ICMR to get information on ICMR
funding to medical colleges for two consecutive
years for 'the purpose of ranking medical col-
leges' and that such information 'will be kept
strictly confidential'. After discussing with two of
the authors the purpose and methodology to be
adopted for ranking, the ICMR officials informed
them that basic information on financial grants
sanctioned by the ICMR to medical colleges would
not be an indicator for the purpose of ranking'
medical colleges. The Council's letter in this con-
nection stated as follows: 'We are of the opinion
that this information would serve no useful pur-
pose in undertaking the ranking of medical col-
leges.' The manner in which Arora et at.' have
distorted this by selectively citing/misquoting this
sentence is obvious.

The opinion of ICM R is based on the following
principles and experience over the past 85 years:

I. The ICMR believes that the primary purpose/
function of medical colleges in India,
particularly at the undergraduate level, is
medical education and patient care and only to
a small extent medical research. The research
component gets importance at the postgraduate
level.

2. For an analysis/ranking of postgraduate
medical colleges in terms of research output,
the ICMR believes that inputs such as research
grants obtained from various agencies such as
ICMR, Department of Science and Technology,
etc. should be directly linked with research
publications emerging from specific projects.
Arora et al., on the other hand, have just
matched medical colleges which received any
grant from the ICMR (or other agencies) with
the number of papers published by the faculty
of medical colleges. This is a highly faulty
methodology/design which will not give any
specific or valid indication of the output of
medical colleges in relation to research grants

received.

The article is also replete with factual errors.
For example, the Gandhi Medical College, Bhopal
did not receive Rs 248 lakhs during 1991-92 as
claimed by the authors but only Rs 61.19 lakhs.
Besides, the authors could have checked from the
ICMR why there have been no publications from
this crucial support. There was in fact a ban on the
publications of the Bhopal Gas Tragedy data by
the Government of India. It has just been lifted and
some publications are expected in 'indexed jour-
nals' soon which should gladden the hearts of

conscientious taxpayers like the present authors.
Allegation 2. The ICMR lacks transparency in

providing information on how it uses taxpayers'
money ..

Facts. The ICMR is an autonomous organiza-
tion which is funded by the Government of India.
It has well-established, rigorous peer-review
mechanisms to evaluate its research contributions
(through a series of Expert Groups comprising
outstanding biomedical scientists). Its Annual
Report is placed on the floor of both the Houses of
Parliament. The Comptroller and Auditor General
annually audits the Council's budget/expendi-
ture. Further, information is being made available
to the Government of India and the State Govern-
ments through a set of documents which regularly
list all research projects supported by the ICMR in
different states (along with the budget). This in-
formation is also regularly provided to the Na-
tional Management Information System, Depart-
ment of Science and Technology, New Delhi.

Allegation 3. The Council is not getting value
foe money'.

Facts. Such a sweeping statement only reveals
the ignorance of the authors. What exactly do they
mean by 'value for money'? Research papers or
citations? These at best give a partial indication of
the impact of research. The ICMR spends about
20% of its entire budget on extramural research,
only a portion of which goes as grant-in-aid to
medical colleges. Just on the basis of information
gathered on one or two years' grant, generaliza-
tions about 'research' value cannot be made.

21 May 1996 N. Medappa
Indian Council of Medical Research

New Delhi
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I read with great interest the article on Indian
medical colleges in the journal. I think you have
produced a very valuable document and the objec-
tive is very relevant. However, I have some con-
cerns which could have introduced bias and ran-
dom error in your inference.

The three main dimensions of interest I agree
are teaching, research and patient care. But these
have to be explored in more than one parameter.
You have attempted to do that in research but,
particularly in the teaching dimension, to reduce it
to one measure, i.e. the teacher-student ratio may
raise questions of validity.

I am also anxious to know why you have given
100% to the maximum teacher-student ratio. This
assumes that the greater the staff strength the
better the teaching with no upper limit. I would
presume from the table that the median is around

1.5. Could it be interpreted that AIIMS is over-
staffed at present? This could cause a very major
change in the score on teaching in all other medi-
cal colleges since you have used this as the refer-
ence mark. Perhaps you should reconsider this
method and re-score at a different level.

The second concern is related to your method of
measuring reputation as an index of patient care.
Without questioning your assumptions as to its
relationship to patient care, I am anxious to know
who the other 44 doctors were. These 44 are not
likely to be a representative sample of peers in the
community. I think you will improve the validity
further by having a table which separately shows
the scores obtained from the 75 deans and heads
of department and 44 other doctors to whom you
have administered the questionnaire. If there are
no major changes in the inference then bias can be
reasonably excluded.

I am interested in the large output of papers
from AIIMS. I am sure this has a lot to do with the
staffing pattern in the hospital. Will it be possible
to relate these two issues and come to some con-
clusions. Similarly, could you relate staffing pat-
tern and reputation. I think cluster analysis of this
data is likely to give some important clues.

28 May 1996 Kurien Thomas
Department of Medicine

Christian Medical College
Vellore

Tamil Nadu

Superiority of rice-based oral
rehydration solution

The controversy regarding the superiority of rice-
based oral rehydration solution (ORS) over stan-
dard ORS continues. Earlier studies had shown
that rice-based ORS is better than glucose-based
ORS in reducing the volume and frequency of
stools and consequently the duration of hospital
stay and amount of ORS consumed.': However,
some studies have reported no difference between
the efficacy of the two solutions." We compared
the efficacy of rice-based ORS with glucose-based
ORS on the outcome of acute watery diarrhoea in
infants and young children.

Eighty children between the ages of 10 months
and 3 years were randomly aJlocated to two groups.
They were well-matched for age. sex, nutritional
status, feeding pattern, weight, duration of diar-
rhoea and degree of dehydration. Only male chil-
dren were selected, since collecting urine and
stool separately from females is difficult. The
urine was collected using condom drainage and
the stools by specially prepared, pre-weighed nap-
kins. Children with severe dehydration were ini-
tially rehydrated intravenously with Ringer's lac-
tate according to the World Health Organization
(WHO) guidelines. They were then started on
ORS. Mothers were allowed to breast-feed. For
the study, we withheld food for only 8 hours to
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avoid biased results, though this practice might
have caused inconvenience to the young children.
Those with a history of bloody diarrhoea, severe
malnutrition (Grade III and IV of the Indian Acad-
emy of Paediatrics") and with signs and symptoms
of systemic diseases such as bronchopneumonia
were excluded. The volume and frequency of
stools passed, volume of ORS consumed and
weight gain were recorded at hourly intervals for
a period of8 hours. The weight of the children and
that of stool were measured using sensitive and
accurate scales.

Thirty-nine (98%) of the 40 children who re-
ceived rice-based ORS and 36 of 40 (90%) chil-
dren who received glucose-based ORS were
rehydrated successfully. The mean stool output in
the first 8 hours in children who recei ved rice-
based ORS was significantly lower than in the
glucose-based ORS group (p<O.OOI, Table I).
Children who received rice-based ORS, drank
significantly less ORS (p<O.OOI), passed fewer
diarrhoeal stools in the initial 8 hours (p<O.O I) and
their duration of stay in the hospital was signifi-
cantly shorter (p<O.OOI). The greater amount of
glucose amino acids released from rice-based ORS
promotes absorption of sodium and water in the
rehydration solution, in addition to resorption of
at least part of the sodium and water secreted into
the bowel and thus reduces the stool volume. As
the osmotic properties of large glucose polymers
in rice-based ORS is low (280 mOsmlL) than that
of glucose-based ORS (330 mOsmlL), it reduces
the purge rate.

The results of our study suggest that rice-based
ORS hastens recovery from watery diarrhoea and
reduces the incidence of persistent diarrhoea. The
content of carbohydrates and proteins in rice-
based ORS is higher than that in glucose-based
ORS and it also provides additional nutrition and
more calories to a dehydrated and malnourished
child. Rice is a cheap, easily available, acceptable
diet in most cultures. Digestion of rice is not
affected even in acute diarrhoeas caused by
Escherichia coli, rotavirus, Shigella and Vibrio
cholerae and it can be prepared at home by moth-
ers from ingredients present in almost every house-
hold. Larger quantities of rice , ifused, are likely to
produce osmotic diarrhoea.

Thus our study in conjunction with others':'
shows that rice-based ORS is as effective as glu-
cose-based ORS and offers the additional benefit
of reducing the volume, duration and frequency of

TABLEI. Comparison between the two groups

Item Rice-ORS Glucose-ORS p value
(n=40) (n=40)

Weight (kg)
At admission 7.34 (1.14) 7.33 (1.06)
8 hours later 7.62 (1.13) 7.39 (1.07)
Gain 0.3S (0.22) O.OS (0.19) <0.001
ORS intake 96.0 (21.0) us (2S.5) <0.001
(ml/kg)

Stool output 35.5 (16.0) 4S.1 (l9.S) <0.001
(g/kg)
Frequency of 5.6 (2.4) 7.0 (2.1) <0.1
stools (S hours)
Duration of 1.55 (0.63) 2.50 (0.S9) <0.001
diarrhoea (days)
Children 9S% 90% ns
successfully treated

ns not significant

stools. The volume of ORS consumed is also less.
Faster alleviation of diarrhoea may contribute to
earlier return of appetite and normal feeding which
leads to improved nutritional status, thus making
rice-based ORS a 'Super-ORS'.

24 June 1996 M. L. Kulkarni
S. R. Parakh

Diarrhoea Training and Treatment Unit
Department of Paediatrics

J.J.M. Medical College
Davangere
Karnataka
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Key-hole surgery

I recently read Dr N. H. Antia's article on 'Key-
hole surgery' in The LAncet' and Dr Tehemton
Udwadia's comment on it in The National Medi-
cal Journal of India" After reading the original
article, I wondered if Dr Udwadia and I had read
the same paper. The fundamental problem is the
obviously different worldviews of Drs Udwadia
and Antia. A letter is not the place to discuss the
merits of either, so I will restrict myself to the
factual discrepancies.

To start with, Dr Udwadia 'takers) exception to
[Dr Antiaj blaming the West for all our medical
ills!' What Dr Antia actually says is ' ... because
of the overpowering influence of the West on the
medical profession in India' (emphasis added).
Surely this is more an admission of our inability to
critically evaluate what is appropriate for India,
and our servile attitude of 'West is best' than any
'foreign-hand theory'.

Dr Udwadiareads things into Dr Antia's article
which are simply not there. For example. the
comment: 'If Dr Antia is to be taken seriously,
there is no place in Bombay let alone India for
more MRI and CT scanners ... ' is not justified by
anything that Dr Antia said. Dr Antia points out
the inappropriate concentration and oversupply of
CT scanners in the metropolitan areas. It is com-
mon knowledge that nearly all MRI and CT scan-
ners in the private sector offer kickbacks for refer-
rals.lfthere were not too many of them, surely this
unhealthy practice would not be necessary.

Nowhere has Dr Antia stated that laparoscopy is
new in India. One cannot extrapolate a single
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person's ethical work to encompass the whole of
India. No doubt there is a lot of malpractice in
medical care in India and in the private sector the
profit motive is its root cause. For most surgeons
practising laparoscopy, it is the desire to have a
'unique selling point' that matters, not the 'patient's
interest'. Saying that laparoscopic surgery is 'free
for poor patients', amounts to denying the facts.
This is the exception, not the rule. As with most
other 'high-tech' medical interventions, the poor
only get it 'free' when the surgeon is honing his
skills. Once he has mastered them, no more free
interventions!

Dr Udwadia's argument about savings from
laparoscopic surgery to the United Kingdom's
National Health Scheme is not applicable to the
Indian public. People in India will not be able to
avail this surgery in public hospitals. This expen-
sive equipment in the private sector will certainly
add to the costs. One agrees that cost is not
everything, but in India, it certainly is important to
the majority of our people. Quibbling about num-
bers, Dr Udwadia evades the basic issue; the gross
lack of even the most basic health interventions
for the majority of our people. which is not a little
due to the burgeoning private sector.

Dr Udwadia does not answer Dr Anna's docu-
mented charge that laparoscopic sterilization has
more complications than minilaparotomy. Dr
Udwadia merely states that the 'faster technique
has been adopted by most State Governments'.
Surely, he should be willing to extend the same
benefits of 'saving in terms of human value of less
pain ... '. etc. to the poor who undergo this proce-
dure in camps as to the rich who undergo
laparoscopic cholecystectomy? Or is speed at the
cost of human suffering appropriate for the poor?

Dr Antia's concern about the misuse of
laparoscopic surgery seems to be borne out by
recent articles in the international literature. \

In summary, what Dr Antia was talking about
was the need for appropriate, equitable, high-
quality care to all our countrymen. Dr Udwadia's
zeal for laparoscopic surgery appears to have
blinded him to the basic philosophy behind Dr
Antra's article.

15 May 1996 Thomas George
Railway Hospital

Tiruchirappalli
Tamil Nadu
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Salmonella enteritidis: Phage types and
drug resistance among the strains
isolated in India and Zimbabwe

A dramatic increase in the isolation of Salmonella
enteritidis from humans has been reported from
many European countries and the USA. 1.2 This rise
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has been mainly attributed to the consumption of
eggs, especially in dishes containing raw eggs,
sandwiches bought in shops containing egg or
mayonnaise and hot take-away chicken.' S.
enteritidis remained a rarely isolated serotype in
India after its first documentation among army
personnel.' This serotype was held responsible for
an outbreak involving 205 persons after the con-
sumption of a milk product.' In the latest report
(1986-89) of the National Salmonella and
Esherichia Centre, Central Research Institute,
Kasauli, India only 1.4% of diarrhoea cases were
due to S. enteritidis and it ranked eleventh among
the specimens recei ved in the centre." During the
period 1990-94 its isolation both from human and
poultry samples rose to 2.2% (unpublished data).

One hundred and twenty-two strains received
from 3 different regions of India during 1985-93
and to strains received from Zimbabwe in 1990
were phage typed' at the Central Public Health
Laboratory, Colindale, London. Table I shows the
distribution of phage types among Indian and
Zimbabwean strains. As in the USA, the most
prevalent phage type (PT) in India is 13a (63%)
followed by both PT8 and PT6a (7 .4% each) while
in Europe PT4 is the most prevalent type.

TABLE1. Phage types identified in S. enteritidis
strains isolated in India and Zimbabwe

Phage type India
West South

Ib 3
5
Sa 2 I
6a I 4
8 6 3
13 I 2
l3a 37 29
21a I
23 3
33 3 2
RDNC 3 I

Total 57 45

Zimbabwe 8

North 9

4 10

I
II 2 II

3 7
20 10

West: Maharashtra and Goa South: Andhra Pradesh,
Karnataka. Tamil Nadu, Kerala North: Himachal
Pradesh, Punjab. Uttar Pradesh RDNC Reactions
different not confirming

These strains were also analysed for antibiotic
sensitivity' to 16 most commonly used chemo-
therapeutic agents in India at their standard con-
centrations.' Only 2 Indian strains from Bombay
were found to be multidrug resistant AM CH CN
CZ K S TMP (AM ampicillin, CH chloramphenicol,
eN cefalexin, CZ cefazolin, K kanamycin, S strep-
tomycin and TMP trimethoprim), and 13% strains
were resistant to a single antimicrobial agent (S or
TMP). The remaining (86%) were sensitive to all
the antimicrobial agents. Resistance to antimicro-
bial agents is uncommon in S. enteritidis" and this
is true for Indian and Zimbabwean isolates. Since
S. enteritidis is one of the regularly isolated sero-
types from the South and West of India, there is a
need to increase awareness among the local popu-
lation and travellers to follow food safety mea-
sures for egg and egg-containing food as recom-
mended by the World Health Organization. I I
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Zidovudine in HIV-positive pregnant
women and their babies

Various strategies have been shown to reduce the
risk of HIV transmission from mother to child.
Bottle-feeding in the developed countries was
recommended as breast-feeding significantly in-
creased the risk of HIV transmission. I Caesarean
section has been shown to be protective.' A recent
study in the United States has shown that admin-
istering zidovudine to HIV-positive pregnant
women and their babies significantly reduced HIV
transmission.'

We report the case of a seropositive couple who
came for consultation in June 1995. The wife was
at full term. On antenatal examination she was
found to be HIV-positive.

The husband was advised to undergo HIV test-
ing and both were informed that they were HIV-
positive. No counselling was provided at this
stage. The obstetrician in their town had refused to
conduct the delivery. The woman was examined
by one of us and advised admission. The relatives
were keen that appropriate drugs be administered
to the mother and baby and we recommended
zidovudine for both. 4 We undertook a series of
counselling sessions as follows-for the couple,

for them as individuals, and with the relatives of
the woman. It is customary for the pregnant
woman's family to meet the costs of delivery.
After careful counselling, they agreed to have her
admitted and for zidovudine to be administered to
the mother and baby for six weeks. The baby was
delivered vaginally and weighed 3 kg.

The following HIV tests were performed:
ELISA, Western Blot, CD4/CD8 tests, and P,
antigen. These tests were done for the couple and
the baby. Regular platelet counts and haemoglobin
examination were also performed. The mother
was given zidovudine 100 mg thrice daily orally
and the baby 2 mg/kg thrice daily orally for six
weeks. We closely followed both mother and baby
for the first four months. The mother breast-fed
and regularly administered zidovudine and took it
herself. The baby had no symptoms of HIV infec-
tion and a steady weight gain was observed. After
this period, the parents-in-law took responsibility
for the mother and baby. Despite being literate,
they resented the medical follow up, were unwill-
ing to accept the diagnosis of HIV infection and
wished to leave it to 'nature' to deal with the
infection. They strongly resisted medical follow
up in the best interests of the 'family'.

This episode raises several issues pertaining to
doctors' treatment of women with HIV disease,
the importance of counselling and the family's
response to those infected with HIV. We feel that:

I. Pregnant women with HIV infection must be
identified, otherwise the newborn will be
denied adequate medical care.

2. In countries with high HIV prevalence rates,
antenatal screening policies need to be
reviewed.'

3. Obstetricians (as well as other health care
personnel) recommending HIV testing need to
counsel their patients prior to informing them
of the diagnosis.

4. They need to be sensitive to the emotional and
psychological needs of seropositive pregnant
women and the difficult family situations they
face when doctors refuse to conduct the
delivery.

5. Careful counselling ofthe HIV -positive couple
and the pregnant woman's parents/relatives
was inadequate for accepting the diagnosis of
HIV. The 'larger' joint family members also
need to be counselled and educated to
successfully implement various intervention
strategies. Zidovudine given to babies born to
HIV -positive mothers may result in some of
them remaining free of clinical disease.

3 May 1996 N. M. Samuel
Parameswari

Department of Experimental Medicine
Tamil Nadu Dr M.G.R. Medical University

Guindy
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Immunogenicity of hepatitis B vaccine
with Pre-Sf, Pre-S2 and S antigens

Active immunoprophylaxis is the most important
measure for preventing hepatitis B virus (HBV)
infection. Although commercially available re-
combinant yeast- and plasma-derived vaccines
are effective and safe, they have a non-responder
rate of about 8%.' Animal experiments have shown
that immunization of a non-responder murine strain
with particles containing both Sand Pre-S compo-
nents could circumvent non-responsiveness and
enhance the antibody response to S protein.' We
evaluated the genetically engineered vaccine, Sci
B-Vac (Scitech Genetics) in healthy Indian sub-
jects.

Healthy volunteers from the staff of a large
private hospital were enrolled in the study. Exclu-
sion criteria were pregnant or breast-feeding moth-
ers, known past or current HBV infection (anti-
HBc or HBsAg-positive), past HBV vaccination,
known alcohol or drug abusers, subjects with
major illnesses, abnormal haemogram, urinalysis,
alanine transaminase levels, serum creatinine or
blood sugar. Informed consent was obtained from
all subjects. The study was approved by the
hospital's ethics committee. A Iml (10 ug) dose
of the Sci-B- Vac was injected into the deltoid
muscle at 0, I and 6 months. Patients were as-
sessed on recruitment, 3 days after injection, one
month after the second injection and 9 months and
one year after the first injection. Safety was evalu-
ated with a 30-minute post-vaccination vital signs
recording, five-day diary record of temperature,
local soreness, erythema and pain as well as rou-
tine urine, haemogram, serum biochemistry and
liver function tests.

Anti-HBs was detected using a commercial
enzyme-immunoassay kit (EIA, AUSAB, Abbott
Labs, Chicago, Illinois) one month after the sec-
ond injection, and 6 months, 9 months and 12
months after the first injection. Seroprotection
was defined as a positive anti-HBs test.

A total of 140 subjects were enrolled, of whom
30 were excluded mainly because of past or cur-

rent HBV infection. The remaining 110 healthy
subjects included 91 nurses, 16 doctors and 3
paramedics. Two subjects who dropped out after
the first injection and 21 after the second injection
were excluded. Eighty-seven subjects (males 5,
females 82, age range 18-63) completed the study.

At one month after the second injection, 91 % of
the subjects seroconverted and after all 3 doses all
but I patient (a 63-year-old male), seroconverted
and remained protected at one year. On no occa-
sion was anti-HBc or HBsAg-positive when anti-
HBs was tested thus excluding intercurrent HBV
infection. Minor self-limited local side-effects
were reported in 10 out of 87 (12%) subjects. No
major side-effects or laboratory abnormality was
reported.

Hence, although overall seroprotection rates
with the Sci-B-Vac are comparable to that of the
recombinant yeast-derived vaccines,' seroprotec-
tion rates at one month after the second injection
are higher with the Pre-S containing vaccine (91 %)
compared with the recombinant yeast-derived
vaccine (48%)4 In the study by Yap et al., , sero-
conversion rates subsequent to the second injec-
tion with doses of I0 ug and 5 ug were 100% and
79% respectively. In developing countries, a 15%-
20% drop-out rate of vaccine recruits even amongst
health care workers underscores the obvious ad-
vantage of a rapid seroconversion. Due to its rapid
seroconversion rate, the vaccine containing Pre-S
components avoided hepatitis B immunoglobulin
HBIG for post-exposure prophylaxis.

Our limited experience indicates that the re-
combinant hepatitis B vaccine containing Pre-S
components is highly immunogenic, safe and in-
duces higher seroconversion rates after the second
injection than yeast-derived vaccines.

8 May 1996 P. S. Dhawan
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Cryptosporidium, Isospora and
Strongyloides in AIDS

We read with interest the report of Crypto-
sporidium, Isospora and Strongyloides in AIDS
from Murnbai.' We, at the Krishna Institute of
Medical Sciences, Karad, cater largely to a rural
population in southern Maharashtra and have sur-
prisingly seen a large number of HIV-positive
patients with classical AIDS. Over the past four
years we have been doing the ELISA test for HIV-
I and 2 and have found 305 patients to be positive
for HIV out of the 1690 screened (18%). Over the
last six months we have started looking for
Cryptosporidium, Isospora and Strongyloides in
HIV -positive patients routinely irrespective of
whether or not they had chronic diarrhoea. Out of
the 25 HIV-positive .individuals tested, 6 had
diarrhoea while the others did not. We have iden-
tified Cryptosporidium in 5 patients, Isospora
belli in 3 and Strongyloides in 2.

Thus it seems that infection with these organ-
isms is not uncommon in HIV -positive individu-
als. We only need to make an effort to identify the
organisms.':

7 May 1996 M. V. Ghorpade
S. A. Kulkarni
A. G. Kulkami

Departments-of Medical Microbiology and
Medicine

Krishna Institute of Medical Sciences
Karad

Maharashtra
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