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Epidemic dropsy: An ophthalmic
viewpoint

Epidemic dropsy is a toxic disease which is caused
by ingestion of cooking oil contaminated with oil
fromArgemone mexicana. 1.2 This oil is an adulter-
ant added to mustard oil which is used as the
standard cooking medium in many parts of India.

The disease is characterized by oedema of sud-
den onset of the lower extremities, low-grade
fever, gastrointestinal disturbances and cutaneous
manifestations of tenderness, erythema and rash
over the oedematous areas.v' In some cases, the
disease may be fatal due to congestive cardiac
failure or renal failure. In addition to the systemic
features, sight-threatening ocular complications
may occur.v"

During the outbreak of epidemic dropsy in
Delhi in 1998, we studied the ocular manifesta-
tions of the disease in patients who presented to us.

Data from 20 eyes of 10 patients with clinically
proven epidemic dropsy were available. There
were 7 men and 3 women. The mean (SO) age of
the patients was 28 (II) years. The best corrected
Snellen visual acuity was 6/9 or better in 16 eyes,
6/12 to 6/18 in 3 eyes and 6/60 in 1 eye. Glaucoma
(lOP >22 rrunHg) was present in 4 eyes (20%). Ten
eyes (50%) showed marked dilatation and tortuos-
ity of the retinal veins, while superficial retinal
haemorrhages were seen in 8 eyes. Central serous
retinopathy (CSR) was seen in 2 eyes (10%). One
patient developed disc oedema in both eyes.

Epidemic dropsy occurs due to the presence of
sanguinarine and dihydrosanguinarine. Sangui-
narine may interfere with the action of both adrena-
line and acetylcholine, block the sulphydryl radi-
cal of the key enzyme (co-ASM) for pyruvate
oxidation and lead to elevated levels of hista-
mine."! In recent years, prostaglandins (especially
PGE2) have been implicated and increased levels
of PGE2 have been demonstrated in the aqueous
humour of epidemic dropsy patients." These pros-
taglandins can cause vascular dilatation and hyper-
permeability with serous exudation. This can ex-
plain the dilatation and tortuosity of the retinal
vasculature with superficial retinal haemorrhages
seen in 10% of the eyes in the present study. In
addition, PGE2 can cause an increase in the secre-
tion of aqueous humour, and lead to a hyper-
secretory glaucoma, as noted in 10% of the eyes.

Central serous retinopathy (CSR) is a unique
feature noted in dropsy patients in our study and
not reported previously in the literature. This
entity may be caused by choroidal vasculature
hyperpermeability and leakage? induced by prosta-
glandins or histamine. The importance of this
condition is that it causes deterioration of vision in
dropsy patients due to macular involvement and
may lead to permanent visual deficit even after
resolution of the disease. The disc oedema noted
in both eyes of one patient may be due to a toxic
optic neuropathy induced by sanguinarine.

Epidemic dropsy is an important cause of ocular
morbidity and legislative action should be taken
against the adulteration of cooking oil with
Argemone mexicana to prevent the occurrence of

this disease. Health education and emphasizing
the use of government-approved cooking oil will
help in reducing the morbidity caused by epi-
demic dropsy, including ocular morbidity.
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Consultation liaison psychiatry in a new
medical college hospital in Nepal

Research in the last few decades has proved the
usefulness of consultation liaison psychiatry in
reducing health care costs and duration of hospital
stay, and in enhancing the quality of care of
medical and surgical patients. I The development
of consultation liaison psychiatric services in a
newly established hospital requires persistent and
systematic efforts at the clinical, academic and
administrative levels. We report the status of con-
sultation liaison psychiatric services during the
early phase in a newly established medical college
hospital (B.P. Koirala Institute of Health Sci-
ences, Dharan, Nepal) in a small underdeveloped
country.

A prospective analysis of all indoor patients, for
whom psychiatric consultation was sought by
various departments during the year 1995-96, was
done for the referring department, reason for refer-

ral and psychiatric diagnosis, according to the
tenth edition of International Classification of
Diseases (lCD-lOP The referral rate was 0.83%
of the total admissions in hospital (0.99% in men
and 0.72% in women) and the total number of
referred patients were 64 in one year. The medi-
cine department sent the maximum referrals (61 %),
followed by the departments of gynaecology
(14%), general surgery (11 %), orthopaedics (9%)
and other departments (5%). The reasons stated
for referral to the psychiatry department were
abnormal behaviour (31 %), specific psychiatric
symptoms (14%), unexplained physical symp-
toms (13%), suicidal attempt (9%), problems of
alcohol use (8%) and others (7%).

In II cases (18%), no specific reason was men-
tioned. The commonest diagnoses were depres-
sion and delirium (Table I). However, in about
one-third of patients, no psychiatric disorder was
found.

TABLEI. Psychiatric diagnoses

Diagnosis No. of cases (%)

Depression
Delirium
Alcohol withdrawal syndrome
Schizophrenia
Dissociative (conversion) disorders
Acute transient psychotic disorders
Others
No psychiatric diagnosis

8 (12.5)
8 (12.5)
6 (9.4)
5 (7.8)
4 (6.3)
3 (4.7)

10 (15.6)
20 (31.2)

Worldwide, a substantial proportion of psychi-
atric morbidity in medical and surgical patients
remains undetected, leading to a low rate of psy-
chiatric referrals.' However, the referral rate of
0.83% in our study during the very first year of the
department is comparable to the referral rates
reported from India (0.66% to 1.48%).4 It is com-
mon to find that the maximum number of referrals
are from the department of rnedicine.t" This may
be due to the broader approach of physicians and
a higher number of admissions in the medical
wards. Moreoever, patients with non-specific
symptoms are more likely to be admitted to medi-
cal wards. The reasons for seeking psychiatric
consultation were inadequate and sometimes in-
appropriate. This indicates the inability of non-
psychiatric clinicians to identify and diagnose
common psychiatric signs and symptoms. It also
reflects their tendency to label any patient who is
uncooperative, transiently agitated or lacking in
communication skills, as 'psychiatric'.

Absence of any psychiatric illness in one-third
of the referred patients reflects a trend towards
indiscriminate referral among non-psychiatrist
specialists. This can actually be channelized to
develop active and intensive consultation liaison
services. Depression and delirium have been found
to be the commonest psychiatric disorders in most
studies."? It is important to identify these disor-
ders, as they are easily treatable and can interfere
with proper recovery from physical illness.

Consultation liaison psychiatric services can be
improved through continuing medical education
programmes, interdepartmental case conferences,
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regular and active liaison between the physician
and psychiatrist, and increased emphasis on the
teaching of psychiatry at undergraduate level.
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Blood donation in India-A suggestion

The adage 'practise what you preach' should al-
ways be kept in mind. We refer to the now-
common practice of government officials, bureau-
crats, the media and others, of advising society
about solutions to the perennial problem of short-
age of blood in the blood banks of the nation.

It would be interesting to find out how many of
these advisors themselves donate blood on a regu-
lar basis. We have had, in the past, a number of
film stars as well as other prominent people ex-
horting people to donate blood because 'blood
saves lives'. How many of these personalities
have set an example by themselves donating blood
on a regular basis? We specify regular because
isolated occasions of blood donation are great for
the idols' publicity but are hardly likely to go a
long way in saving lives.

In order to achieve something, one must lead
from the front. The need of the hour, then, is to
have well known citizens of the nation (sports
idols, movie actors and others) not merely talk
about blood donation, but also actually donate
blood. The impact that say, Sachin Tendulkar can
have on millions of his admiring fans-young-
sters as well as adults-is obvious to all and has
been used to full advantage by advertising agen-
cies and companies. The positive impact of a
simple act such as regular blood donation by an
idol is immeasurable. Recently, we learnt that
even the tourism department has woken up to the
potential of using his name for attracting potential
tourists to India!

It is sad, but true, that most educated people in
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India-including medical doctors who ought to
know better-refuse to donate blood even for their
own kith and kin, let alone for others. Blood
donation for altruistic purposes is, of course, even
rarer. A strong awareness campaign, including
formal lessons on blood donation in school and
college may contribute to a better future. Advisors
and policy-makers should donate blood on a regu-
lar basis.

We need to go back to the principle of self-
reliance and reduce dependence on the govern-
ment. In a large country with limited economic
resources, the government can solve very few
problems satisfactorily. Altruistic people should
come together and form small groups to comple-
ment the services provided by the government. In
most cases, they will do a much better job because
of their commitment to the cause.

The National Medical Journal of India has
played an important role over the years by provid-
ing a forum for various health-related issues and
by acting as a catalyst for such activities.' We hope
that this article will do the same in the important
but neglected field of blood banking. The neglect,
of course, is not in the theory-it is in the practice!

Finally, we conclude with just one question to
the readers of this journal: 'Have you donated
blood in the past year?'

18 September 1999 A.M.Pai
Sanjay A. Pai
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Mumbai
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The need for cost-effective protocols for
laboratory investigations

Cost-containment and the assessment of its ben-
efits were major events in health care in the USA
in the 1980s.' Globally, efforts are being made to
couple cost-reduction measures with improved
efficiency and reliability of laboratory investiga-
tions. It has become imperative for clinical labo-
ratories to modify existing practices to achieve
higher cost-efficiency. However, India remains
untouched by this global trend? of cost-contain-
ment in laboratory services.

We suggest the following to improve cost-
efficiency of investigations in the Indian context:

I. Training of undergraduates and postgraduates
in understanding the cost-benefit aspects of
investigations.'

2. Implementation of cost-effective and problem-
oriented diagnostic protocols and repeated
audits of such protocols .....,;

3. Ensuring prompt availability of a clinical
biochemist who can guide the most optimal
choice of investigation in a given situation.

4. Reducing pre-analytical mistakes which
include sending samples in wrong bottles, at
wrong places and preserving samples beyond
the stipulated time.

5. Strict internal and external quality control.
6. Prompt communication of abnormal results

to clinicians to reduce post-analytical errors,
especially of those patients whose emergency
management hinges on these.

7. Review of resources' invested (it is often
more exciting and honorable for some to
purchase" an equipment but not many are
concerned with how well it is used).

8. Implementation of a policy of purchase of
diagnostic equipment by those who are users
(at present, it is in the hands ofthose who have
authority but no accountability).

9. Reduction in delay in repairs and prompt
after-sales services in government hospitals."!"

10. Self-imposed financial audit by clinicians in
respect of different clinical situations managed
by a particular unit.

11. A large number of diagnostic tests in India
(with a lot of trained manpower) can be per-
formed cost-efficiently manually rather than
by computerized modality (this trend is
particularly prevalent in the private sector).

12 . Local, regional and countrywide sharing of
facilities of 'not so frequently', infrequently
and rarely done investigations.

Clinicians and laboratory personnel have the
responsibility of providing cost-efficient, prompt
and patient-friendly biochemical investigations."
This is particularly crucial in our country where
resources are limited. Hopefully, it is not too late
to make a beginning.

20 September 1999 V. Misra
Department of Biochemistry

Government Medical College
Chandigarh
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