
THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 13, NO.2, 2000

Correspondence
105

Awareness regarding use of folic acid for prevention
of congenital neural tube defects

Neural tube defect (NTD) is the most common congenital malforma-
tion of the central nervous system. The overall prevalence of NTDs
worldwide is about I per 1000. I The prevalence of NTDs reported
from different parts ofIndia varies from 0.5 to 11 per 1000 births; the
highest prevalence being in the northern states of Punjab, Haryana,
Delhi, Rajasthan and Bihar (3.9-9.0/1000).2

The efficacy of peri conceptional folic acid supplementation has
opened up new frontiers for primary prevention of NTDs in recent
years. With a daily intake of 4 mg of folic acid throughout the
periconceptional period the efficacy rate of such an intervention
could be as high as 50%-70%.3 In 1998, the Institute of Medicine,
USA recommended that all women in the reproductive age group of
18-45 years should consume 400 ug of synthetic folic acid per day
from fortified foods and/or as a supplement in addition to food folate
from a varied diet, in order to bring down the prevalence of NTDs.4

We conducted a survey (n=50) to assess the knowledge and
practices of folic acid supplementation among married, well edu-
cated women of childbearing age belonging to the upper middle
class. Ten women had heard of or read about folic acid supplemen-
tation at some time. They acquired this knowledge as they had been
prescribed folic acid during the second/third trimester of pregnancy
along with iron, for prevention of anaemia, as advised by their
obstetricians. None of them, however, knew that folic acid helped
prevent birth defects or that it should be taken before pregnancy.

Realizing that obstetricians could be an important source in
increasing awareness as well as promoting periconceptional intake of
folic acid, we telephonically interviewed 30 practising obstetricians
chosen at random, providing antenatal care to at least 20 patients per
week. Though all of them were aware of folic acid, only 19 knew that
folic acid helped prevent NTDs and 9 knew that folic acid should be
taken before pregnancy. However, none of them were prescribing
peri conceptional folic acid or promoting a diet slated to provide at
least 400 ug of folic acid throughout the childbearing years. The dose
of folic acid to be used for such primary prevention was known to
only 6 obstetricians.

This survey indicated a poor knowledge of the potential benefits
of peri conceptional intake of folic acid amongst the laity as well as
obstetricians. The gap in the knowledge of potential victims regard-
ing this simple preventive measure is glaring and could be attributed
to almost non-existent information, education and communication
activities in this regard.

Health care providers need to be aware that each encounter with
a woman of childbearing age is an opportunity to promote
periconceptional folic acid. Professional education is needed to
increase the proportion of health care providers who recommend the
intake of 400 ug of folic acid daily to their patients of childbearing
age. This can be achieved by increasing the intake of foods rich in
folic acid such as leafy vegetables, dairy products, fruit and cereals.
Correct cooking practices should be emphasized, as folic acid is
readily destroyed by overcooking.

Mass media campaigns may also be required to teach and counsel
women of childbearing age regarding the benefits of periconceptional
folic acid intake. Professional education for all members of the health
team, with special emphasis on the team leader is important. The need
of the hour is to launch a major initiative to use media, community
programmes and new public and professional educational materials
to promote NTD prevention activities in India.

The report of the Workgroup on EliminationlEradication and
Sustainable Development in Non-infectious Diseases has given
topmost priority to folic acid-preventable spina bifida and labelled it
as a candidate disease for elimination/eradication by 2005.5 USA and
China are already implementing programmes to increase folic acid
intake in childbearing women. Approximately 20 other countries
encourage the use of folic acid-containing vitamins and consumption
of folate-rich foods.

Policy-makers should realize the potential prevention impact of
such an intervention and devise key strategies resulting in increased
consumption of folate-rich foods, including food fortification and
supplementation. The ultimate aim should be to reduce the burden of
disability and achieve reproductive health without undue harm to the
mother and foetus.
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On peer review

I read with interest a recent paper in your journal that compared the
quality of Indian and non-Indian peer reviewers. IThis paper raises a
few questions.

The paper's 'methods' section leaves several aspects unclear.
First, the paper describes that the editors who assessed the quality of
reviews did not know the reviewers' names, nationality and institu-
tional affiliation. However, it is not clear if any attempt was made to
mask the origin, Indian or non-Indian, of a review before presenta-
tion to the assessing editors. A reviewer's comments have several
clues (viz. language expressions, spellings, quality of paper used,
quality of typewriting or printing-laser print-out or manual type-
writer, handwriting, etc.) that allow an editor to guess whether these
came from an Indian or non-Indian reviewer. One wonders if the
authors took any steps to avoid this pitfall.

Second, a minimum score of 0 and a maximum possible score of
5 or 10 was assigned for each assessment parameter. It is not clear
how the editors awarded the scores within this range specified.
Further, it is not specified how the scores awarded by the two editors
were reconciled and whether any attempts were made to resolve
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differences in the two editors' scores by mutual discussion. In the
absence of any information, I presume that an arithmetic mean of the
scores awarded to each review by the two editors was used. Finally,
the paper does not provide any information on the statistical method
used to compare mean scores between Indian and non- Indian review-
ers and the alpha value considered as significant.

The 'results' section reveals some inaccuracies. A total of 100
papers were sent out for review and only 78 pairs of replies were
included in the study (22 were excluded). Three papers were ex-
cluded because of wrong data, duplicate publication or plagiarism
and the remaining (ostensibly numbering 19) due to failure of one or
both reviewers (Indian and non-Indian) to respond. However, the
number of non-responses from Indian and non-Indian reviewers was
only 9 each, i.e. too few to account for the 19 exclusions. Second,
though the text indicates that the non-Indian referees scored higher
than Indians [56.7 v. 48.7, P <0.001], Table III suggests that the
difference was not significant.

Third, the mean score awarded to the 78 Indian reviews by the two
editors was 48.6 and that to the 78 non-Indian reviews was 56.67.
Thus, the overall mean score awarded by the two editors to all the 156
reviews is 52.64 [(48.60+56.67)/2]. Data provided elsewhere in the
paper indicate that mean scores awarded by the 2 editors to all the 156
reviews were 54.08 and 52.24, respectively. Based on these data, the
overall mean score awarded by the two editors to the 156 reviews is
53.16 [(54.08 + 52.24)/2]. The discrepancy between these two
calculated means is inexplicable. Finally, the authors used Spearman's
correlation analysis to find if the marks of the two editors matched
well. As has been pointed out previously in the journal,' this statis-
tical technique is not appropriate for measuring inter-observer agree-
ment.

A reading of the paper thus left one wondering if this paper went
through Indian and non-Indian reviewers, and if it did, how the
editors would rate these reviews?

12 January 2000 Rakesh Aggarwal
Department of Gastroenterology

Sanjay Gandhi Postgraduate Institute of Medical Sciences
Lucknow

Uttar Pradesh
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Reply

In response to Dr Rakesh Aggarwal's comments, I am providing
below the answers to his queries:

1. Identity of the reviewers. The editors only received a photocopy
of the reviewers' comments. Handwritten comments were typed
and given. Also, the question of the identification of paper does
not arise since the reviewers were asked to fill in the manuscript
evaluation sheets sent by The National Medical Journal of India.
In most cases the comments were not signed. Those which were
signed were masked at the time of photocopying. The covering
letters sent by the reviewers were not seen by the editors.

2. Marking within 0-5 range. This was subjective with 5 being the
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highest. We did not feel that it was possible to further sub-divide
and objectivize the markings as there was an unavoidable element
of human judgement. The editors were not aware of each other's
marks and there was no attempt to reconcile them through mutual
discussion.

3. The arithmetic mean was used and a p<0.05 was taken to be
significant.

4. The discrepancy in the results (18 exclusions accounted for
instead of 19 exclusions) occurred as one set of reviews was
dropped for lack of an adequate response. This was a typographical
error.

5. Overall, a significant difference was obtained for only the non-
exchanged group. When the exchanged and non-exchanged groups
were combined the difference was not significant.

6. The discrepancy in the calculations was due to the cumulative
effect of approximations to the last decimal place. However, the
basic conclusion remains unchanged.

7. One of the reviewers had suggested that we use Kappa statistics.
However, as we reckoned that these would be less suitable for
numerical values, we persisted with Spearman's correlation
coefficient.

3 February 2000 S. Nundy
Department of G.!. Surgery

Sir Ganga Ram Hospital
New Delhi

Screening for chronic impairments

We read with interest the article titled' Screening for chronic impair-
ments using medical interns in rural Haryana' by Anand et al. J

Impairments are described as a limitation due to a defect in an
organ's structure or function, while disability is described as a
limitation of activity caused by an impairment.' The International
Classification of Impairments, Disabilities and Handicaps (ICIDH)
document highlights the importance of assessing patients not only in
terms of their diagnostic categories, but also in terms of the degree of
impairment, disability and handicap caused by the illness.

The study by Anand et al. is a laudable effort towards creation of
a baseline database of impairments in a rural Indian setting. However,
we notice the following problems with the 'mental impairments'
component of the study. Firstly, the authors claim to have assessed
'impairments' in the study, but actually comment on 'disability'. The
diagnostic criteria used as well as the results given in Tables I to IV
suggest this. Secondly, 'cerebral palsy' is included among the criteria
for 'physical disability', but listed among the 'mental disabilities' in
the results given in Table IV. The authors define cerebral palsy as a
non-progressive neurological disorder noticed after 6 months of age,
with anyone of the following signs or symptoms: (i) mental retarda-
tion, (ii) delayed developmental milestones, and (iii) extrapyramidal
symptoms. However, recent textbooks of medicine' describe cere-
bral palsy as a heterogeneous condition (both in terms of aetiology
and clinical presentation) which could present with neurological
impairments with or without intellectual impairment. Therefore,
mental retardation need not be an integral component of cerebral
palsy and cannot be equated with it.

Thirdly, mental retardation is the only mental disability reported
in this study, while other disabling conditions such as autism and
attention deficit hyperactivity disorders are not assessed. Therefore,
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the prevalence of mental disability reported in this study may be an
underestimation of the actual mental morbidity.

These aspects of methodology need to be clarified and addressed
further. This is important because research on the impairment-
disability handicap axis of any illness provides a holistic view of the
illness. The study may also have significant implications in view of
the Persons with Disability Act, 1995.

Finally, we congratulate the authors for this novel approach
towards impairment assessment in medical college rural practice
areas with the help of interns, as it serves the dual purposes of training
as well as creation of a baseline database for improving health care
delivery.

20 February 2000 D. Venugopal
Department of Psychiatry

Kasturba Hospital
Manipal

Karnataka
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Reply

We thank Dr Venugopal for his interest in our article. IWe agree that
there is a distinction between impairment and disability. While the
former is a medical or clinical diagnosis, the latter is more of a
functional one. Since we did not assess functional status of any
individual, be it physical or mental, we did not study disability. We
had, in our original draft, used the term 'disability', which the
reviewers correctly questioned. Therefore, we changed the term to
'impairment' which is what we have actually studied. However,
during the correction, the tables were missed by oversight.

Regarding cerebral palsy, our definition says 'anyone' of the
three criteria out of which one is mental retardation. Therefore, it is
clear that intellectual impairment is not essential for its diagnosis.
Whenever diagnosed, cerebral palsy was listed as a cause of mental
retardation and has been shown accordingly in the results.

We have stated in the paper that the study was done with simple
clinical definitions of impairments, which was especially true for
mental retardation. Interns are not equipped to diagnose autism and
attention deficit disorders and these were, therefore, not studied. We
agree that the estimated prevalence would only cover severe forms of
disease, thus underestimating the true magnitude of the problem.

Finally, we thank Dr Venugopal for his comments on our ap-
proach for using interns for this study. We do hope that more medical
colleges can follow this approach. We hope to be able to develop a
network of partnerships with willing colleges to collect data of
common interest on a larger scale.

28 February 2000 K. Anand
Centre for Community Medicine

All India Institute of Medical Sciences
New Delhi
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What is plaguing blood banking: Shortage of blood or
ignorance of doctors?

I read with interest the letter on blood donation, I highlighting the fact,
that most doctors and social workers who claim to motivate others to
donate blood hardly ever donate blood themselves. While it is true
that this is one of the major reasons for the shortage of blood, an
equally important issue is the insistence for fresh whole blood and
reluctance to use blood components.

While good inventory management dictates that old blood be used
first.? most physicians want exactly the opposite-blood should be as
fresh as possible. This request for fresh blood compels blood bank
personnel to motivate/force patients to find donors even when
sufficient stocks of whole blood/components are available. Blood
bankers cannot explain to patients that the request for fresh blood is
unreasonable and unscientific for two reasons: firstly it would be
unethical on the part of blood bankers to create a rift between the
patient and the physician; and secondly, it is human nature to assume
that all products are better when fresh-whether it is bread or blood.

Further, many doctors ask patients to find donors among their
close relatives. While there is nothing wrong with this per se, this is
followed by the patient, or the physician demanding that this same
blood be transfused-a practice termed 'directed donation'. This
unhealthy practice carries with it a significant risk of post-transfusion
graft-versus-host disease (PT-GVHD). Even in apparently immuno-
competent patients, the risk of developing a PT -GVHD is 0.1 %-1 %,3
nearly the same as that of hepatitis C virus infection in India (0.5%).4
This risk of PT-GVHD could be even higher between first-degree
relatives because they may be HLA-haploidentical. In this situation,
immunocompetent donor cells are not recognized as 'foreign' by the
recipient. The donor cells proliferate and produce an immune re-
sponse against the host, which can manifest as a skin rash, elevated
liver enzymes or even pancytopaenia. Although rare, the complica-
tion of PT-GVHD carries with it a mortality rate of 90%-100%.
Thus, to obtain safe blood the solution is to get it from a blood bank
of repute and not from a close relative.

The search for fresh blood also provides an opportunity to
middlemen, brokers and dishonest blood bankers to make money on
the pretext of giving so-called 'fresh whole blood' -an entity that has
ceased to exist in other parts of the world. What is this fresh whole
blood, anyway? According to the Technical Manual of the American
Association of Blood Banks, fresh blood is a vestige of past transfu-
sion practices, when appropriate components were not available. The
manual states that there are no valid indications for transfusing fresh
whole blood, and any request for fresh blood should be interpreted by
the blood bank as a need for consultative help to establish a diagnosis
and plan specific component therapy.' In fact, fresh blood has a
greater number of viable immunocompetent lymphocytes than stored
blood and is therefore more likely to produce GVHD.6

A definite contraindication to the use of whole blood is severe
chronic anaemia.' We commonly encounter requests from physicians
asking for fresh whole blood rather than red cells for correction of
anaemia. The reason given is that the plasma in whole blood would
help correct the co-existing protein deficiency. However, we know
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that plasma should not be used either for volume expansion or for
protein replacement because safer substitutes are available-albu-
min, crystalloid and colloid solutions. g Further, because patients with
severe chronic anaemia have reduced numbers of red blood cells,
plasma volume increases to restore total blood volume. Hence, the
excess plasma in whole blood precipitates pulmonary oedema and
cardiac failure.'

Other ways of improving transfusion practices without putting an
undue burden on patients is the use of compatible 0 cells in place of
other ABO groups and maintaining a stock of AB plasma (devoid of
atypical antibodies) that can be used universally. It is also important
to understand that anti-D, being an immune antibody, is not normally
present in any individual. Hence, Rh-positive plasma can safely be
used for Rh-negative patients and vice versa. 0 cells are easily
available in most blood banks and AB plasma can be stored for as
long as one year. Platelets and cryoprecipitate need not be group
specific. Awareness and utilization of these facts routinely by physi-
cians and blood bankers will go a long way in reducing the agony of
patients. Augmenting the collection of blood may not be the sole
answer to the problem of blood shortage.

Training programmes have only a limited impact, as they are
attended only by blood bank personnel, without the participation of
the end-users of blood. The Medical Council of India must not only
make continuing medical education (CME) credits mandatory for the
practice of medicine but also award greater credit points to doctors
attending conferences directly related to transfusion practices. Per-
haps mandatory attendance of senior physicians and surgeons at
CME programmes designed to promote the clinical use of blood
components will go a long way in improving the quality of transfu-
sion medicine in our country.

21 January 2000 C. Shivaram
Manipal Hospital Diagnostic Services

Bangalore
Karnataka
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Prevalence of hepatitis E virus as a causative
agent of acute hepatitis

Acute infectious hepatitis is common in the Indian subcontinent. The
causative agents are hepatitis A virus (HA V), hepatitis B virus
(HBV), hepatitis C virus (HCV) and hepatitis E virus (HEV).
Infection with HA V and HEV is self-limiting and leaves no chronic
sequelae. However, HEV is responsible for a 10%-20% mortality in
pregnant women. I HBV is commonly associated with chronic se-
quelae such as cirrhosis and hepatocellular carcinoma.
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We carried out a study at the University Medical Centre, Mangalore
to determine the seroprevalence ofIgM antibodies to HA V, HEV and
hepatitis B surface antigen (HBsAg) in patients with acute infectious
hepatitis. Serum samples were collected from 102 patients with acute
hepatitis. Control sera were collected from 50 normal healthy per-
sons. All the samples were tested for IgM antibodies to HAV, HEV
and HBsAg using ELISA (Genelab Diagnostic Kits). The positive
samples were confirmed by repeat ELISA using Abbot Laboratories
Kits, USA. Serum samples were also screened for raised alanine
aminotransferase (ALT) levels.

Of the 102 patients with acute hepatitis, 58 (56.9%) had IgM
antibodies to HEV, 54 (52.9%) IgM antibodies to HA V and 6 (5.9%)
were positive for HBsAg. IgM antibodies to both HA V and HEV
were observed in 14 patients (13.7%). All the serum samples of
patients also had raised AL T levels. The sera from healthy controls
had normal levels of AL T and were negative for IgM antibodies to
HAV, HEV and HBsAg.

Infections with HAV, HEVand HBVareendemic in our country.
Previous studies+' show a prevalence rate of 49% for HEV, 3.5% for
HAV and 49% for HBV. We observed co-infection with HAV and
HEV in 13.7% of patients in contrast to 6% observed in a previous
study."

Our study indicates a higher prevalence ofHAV (52.9% v. 3.5%)
as compared to previous studies. Acute hepatitis due to HEV is more
common than that due to HA V. HEV has a mortality rate of 1%-2%
in the general population which is 10 times that of HA V and it is also
responsible for increased mortality in pregnant women. Co-infection
with both HA V and HEV is common as both are enterically transmit-
ted.

3 February 2000 Shalini Shenoy
Shrikala Baliga
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. Is BeG vaccination obsolete?

Recently, the Tuberculosis Research Centre (ICMR), Chennai re-
ported that BCG did not offer any protection against adult forms of
bacillary pulmonary tuberculosis. However, the utility of BCG for
prevention of acute life-threatening miliary and CNS tuberculosis in
children could not be excluded. I This report has evoked a lot of
controversial views in newspapers which has caused confusion
amongst the public because tuberculosis is still a major killer disease
in India.
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Poverty and lack of education commonly result in protein-calorie
deficiency in children residing in villages and slums of urban regions
of India. Unhygienic living and non-potable drinking water result in
repeated gastrointestinal diseases such as hepatitis, diarrhoea and
worm infestations which add to the prevalent malnutrition.

India is facing an HIV epidemic and the number of HIV -infected
children of HIV -positive mothers has increased. HIV -positive vic-
tims are susceptible to tuberculous infection.

Worm infestations stimulate a type I immune response. Tubercu-
losis evokes a Type II immune response. These two responses inhibit
each other.' A vicious circle develops in malnourished and HIV-
positive children and adults. Recently, Elliott et aL.3 from Uganda
reported that individuals who have had BCG immunization may be
less susceptible to worm infestations.

BCG elicits a type II immune response. In tropical countries such
as India where tuberculosis and worm infestation are common and
rampant, while BCG immunization may not protect individuals from
bacillary pulmonary tuberculosis,' it does so against Hansen's dis-
ease" and worm infestations.?

Thus, in India, routine immunization with BCG vaccination may
protect individuals from common tropical and major killers.

13 February 2000 H. S. Bawaskar
Bawaskar Hospital and Research Centre

Raigad
Maharashtra
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Laparoscopic donor nephrectomy for India

Renal transplantation is a well accepted treatment modality for end-
stage renal failure. In most transplant centres in India, live-related
renal allografts far outnumber cadaver renal allografts. However,
several disincentives exist for individuals to take on the heroic role
of a donor. Most donors are young, healthy individuals who find it
difficult to sacrifice time from work and families to help those with
end-stage renal disease.

Laparoscopic live donor nephrectomy was first proposed to
decrease the morbidity and shorten the convalescence for the donor
while producing a functional kidney for the recipient. The technique
encourages live donation by offering quicker convalescence and less
intraoperative blood loss. In terms of kidney function, both short
term and 30-month follow-up data indicate equal function and no
difference in the episodes of rejection when laparoscopic donor
nephrectomy is compared with traditional open donor nephrectomy.'

At the Ninety-fourth Annual Conference of the American Uro-
logical Association in May 1999 at Dallas, Suzukiet al. 2 reported that
ultimate graft function and outcome were unaffected despite the
longer warm ischaemia time and time for diuresis after revascular-
ization in the laparoscopy group. Slakey et al. 3 reported that hand-
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assisted live donor nephrectomy achieved an adequate length of vein,
artery and ureter and a decrease in the mean operating time when
compared with classicallaparoscopic live donor nephrectomy and a
shorter warm ischaemia time.

In view of the large number of patients with end-stage renal
disease on the waiting lists of most transplant programmes in India,
expansion of the donor pool by accepting elderly donors (>60 years
of age) and marginal donors needs to be explored. High-risk (AS A
>3) elderly donors may be better candidates for laparoscopic donor
nephrectomy. Formal training courses, apprenticeships and the use
of hand-assisted devices (pneumosleeve) can help shorten the learn-
ing curve.'

Only a handful of laparoscopic live donor nephrectomies have
been done atMuljibhai Patel Urological Hospital in Nadiad (Gujarat),
Apollo Hospitals in New Delhi (Delhi) and Chennai (Tamil Nadu),
and at the Sanjay Gandhi Postgraduate Institute of Medical Sciences,
Lucknow (Uttar Pradesh). However, initial results are certainly
encouraging.

Laparoscopic donor nephrectomy is particularly suited to India
where the transplant programme mainly utilizes live renal allografts
and can be performed without compromise to the allograft with an
earlier return of the donor to hislher work. It may ultimately increase
the total number of live-related kidney transplants in India.

2 February 2000 Sakti Das
Department of Urology

University of California Davis
School of Medicine

Sacramento
California

USA
T. H. S. Gurunadha Rao

Department of Urology
Sanjay Gandhi Postgraduate Institute of Medical Sciences

Lucknow
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Mycobacterium in bronchoscopic aspirate and
bronchoscope: An iatrogenic infection

Disinfection and sterilization of rigid bronchoscopic instruments is
currently done by soaking them in 2% gluteraldehyde solution
formaline tablets in a perspex instrument chamber. This may not be
adequate. We performed bronchoscopic examinations on 11 patients
with chronic pulmonary lesions not responding to treatment. In 8 out
of these 11 patients, the smear from the bronchoscopic washings
showed Mycobacterium. However, in only 2 patients could 'the
organism be grown in culture--one was positive for M. tuberculosis
while the other was a non-tubercular Mycobacterium. In the absence
of supportive clinical evidence for tuberculosis, we investigated the
endoscopic instruments and found that smears from the groove at the
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distal end of the bronchoscope meant for the tip of the light carrier in
2 scopes and from the metallic suction cannula were positive for
Mycobacterium. No Mycobacterium grew on Lowenstein-Jensen
(LJ) medium, but the stained smear from the 7H9 Middlebrook
medium revealed occasionalMycobacterium with no turbidity. How-
ever, these when sub-cultured on LJ media failed to grow, indicating
that the organisms were probably non-viable. None the less, they
were responsible for smear positivity in the patient's bronchial
aspirates leading to a false-positive diagnosis and unnecessary medi-
cation. The groove present at the distal end of the scope meant for
holding the terminal part of the light carrier was the site containing
Mycobacterium; as this is the part where secretions and blood crusts
remain and the Mycobacterium can survive. As the light carrier is a
delicate and costly part, the chances of damaging it during repeated
removal are high. Thus, the scopes are usually cleaned with the light
carrier in place. As this groove cannot be cleaned properly unless
special efforts are made, it becomes an area harbouring organisms.

There are several reports of false-positive isolation of Mycobac-
terium from bronchial aspirates. Some of these were traced to tap
water and were identified as environmental scotochromogens,'
Mycobacterium chelonei and Mycobacterium intracellulare? Non-
tuberculous Mycobacterium have been isolated from house dust, tap
water and soil.' Isolation of Mycobacterium from the patient's
aspirate forces the physician to start antitubercular treatment pending
the culture report. I

Gram-negative organisms are known to thrive in the moist narrow
channel of endoscopes and supportive equipment.' Also, any air
bubble trapped in the narrow suction cannula or rinsed water contain-
ing Mycobacterium interferes with effective disinfection of the
suction cannula. Rinsed water containing AFB when left in the
channel or the suction cannula contaminates the bronchial aspirate. I

In our situation also, the washings from the suction cannula and
smear from the groove of the endoscope revealed Mycobacterium. It
is likely that these contaminated the bronchial aspirate.
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We feel that the groove of the scope and the fine metallic suction
cannula cannot be easily freed of Mycobacterium with conventional
gluteraldehyde solution and formaline vapour; therefore special
attention is needed to prevent iatrogenic mycobacterial infection.

We suggest that endoscopes, particularly the' groove' at the distal
end and suction cannula be cleaned diligently and properly disin-
fected. Also, endoscopy in patients suspected to have tuberculosis
should be done last so that the endoscope can be cleaned and soaked
in 2% gluteraldehyde for at least 10 hours. This is necessary for
effective sterilization against Mycobacterium, and will prevent the
iatrogenic spread of Mycobacterium, avoiding mental agony and
unnecessary antitubercular treatment. We also suggest that national
guidelines and policies on disinfection and sterilization of endoscopes
should be formulated in view of the limitations at district-level
hospitals in our country.
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An AIDS Helpline
The Centre for Community Medicine, All India
Institute of Medical Sciences, New Delhi through
its AIDS Education and Training Cell has started
an interactive AIDS helpline called Shubhchintak.
This help line aims to create awareness about
AIDS and answer queries from the general public
about AIDS and HIV infection.

This service works between 10 a.m. and 5 p.m.
on all working days from Monday to Friday. This

~telephonic service is available on 011-6852785. ~


