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about diseases more frequently found in people from the
Indian subcontinent), and had made no attempt to read
anything about it.

ANY COMPLACENCYabout racial harmony in schools has
been rudely shattered by the recent murder of an 'Asian'
(judging by his name, his family came.from Pakistan) by
an emotionally disturbed white boy in a school playground
in Manchester. The report on the inquiry into this tragedy
has been withheld from publication, but it is hoped that
public opinion will insist on its publication in full.
Nevertheless, enough has been leaked to show that the
incident occurred against a background of a muddle
headed but well-intentioned anti-racist policy which by
polarizing the white and 'Asian' students produced the
exact opposite of what was intended. Melanie Phillips in
the Guardian+ quoting the leaked report, comments that
ordinary common sense can be displaced by 'the confusion
and lack of logic which the application of doctrinaire
multiculturalism and anti racism engenders'.

However, all is not gloom. The community health
workers referred to by Harpreet Kohli6 have been very
successful at the Queen Elizabeth Hospital for children,
in the East End of London, with speakers of Bengali,
Urdu and Gujarati; the community health workers
receive in-service instruction on paediatrics from the
hospital nursing staff, and do home visits. A similar
scheme operates at Homerton Hospital, also in the same
part of London. One must agree that a formal evaluation
of this scheme, and of others like it, is required. After 30
years of inaction, multilingual notices and leaflets are
beginning to appear in our hospitals, and interpreter
services are now formally available in some cities.

Correspondence

155

ARCHBISHOPDesmond Tutu's visit to Britain was a great
success. Roy Hattersley, the Deputy leader of the
Parliamentary opposition, who regularly contributes an
entertaining and erudite 'endpiece' to the Guardian on
Saturdays described the Archbishop's reception at a
school in Birmingham." 'The performers wandered in
wondering (according to the Archbishop) what all the fuss
was about. One little Sikh (with hands buried deep in his
jacket pockets) sauntered'to-his place in the manner of
Fred Astaire walking his dog with Ginger Rogers. There
was a second act of welcome from a line of semi-public
orators. The first expressed the school's thanks in a single
English sentence, the second repeated it in Urdu, we then
had Hindi, Gujarati, Bengali and Punjabi.'
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JOHNBLACK

Indian doctors in Britain

Sir-Several doctors of Indian origin have
done exceedingly well in Great Britain but
they are more the exception than the rule.
Doctors from the subcontinent seem
unable to get past a certain level in medi-
cally exciting fields for two main reasons.

The strong presence of doctors from the
subcontinent in a few fields appears more
a case of an easier way to earn a living than
a genuine preference-related phenome-
non. One good example is the field of

geriatrics in National Health hospitals.
Even a superficial foray into the aims and
aspirations of 'average' medical students
and doctors in Great Britain reveals the
general unpopularity of the discipline.

This harsh reality of jobs being available
in the less favoured medical areas and very
scarce in the more sought after surgical
and obstetrics departments has spawned
much dissatisfaction among senior doctors
from the subcontinent. Many of them are
working in jobs that are not commensu-
rate with their indisputably good British

qualifications and long years of experi-
ence.

Secondly, what has severely cut off the
flow of opportunity is the heavy imbalance
in the very structure of Great Britain's
medical establishment. In most profes-
sions the availability of candidates take on
the traditional pyramid shape-aspirants
thick on the ground in the initial stages
and thinning out progessively. But in the
present situation, it is quite the reverse. It
is an inverted pyramid, stifling doctors of
all origins. There are not enough doctors
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at the training level to run the basic
National Health Services effectively but
there are more than enough at the qualified
stage, and there is almost an overcrowding
at the level of consultants, especially in
surgical areas.

Since these two factors are widely
recognized, candidates of non-British ori-
gin face problems in finding jobs even
prior to the consultancy stage. This is
because the more far-thinking hospital
panels immediately project the embar-
rassment and hopelessness connected
with finding a consultancy post in the
future for an overseas doctor who has
served them efficiently in the past. So, a
doctor might not get a job today because
of the problems of placing him four years
later!
30 May 1988 Kanta Talukdar

London

Eleven years later

Sir-It was not without nostalgia that we
returned home after eleven long years.
Many a time while living in the United
States, especially during the first few
years, my wife (a classmate from medical
school) and I would have this irrepressible
urge to return home, embrace all things
Indian, and perhaps relive the good times
that we had as students at the All India
Institute of Medical Sciences.

Our expectations were high, so the
reality came as a shock. The explosion of
humanity in the Delhi metropolitan area
with all its attendant problems, the traffic
and the pollution, were a jolt. The wide
open spaces in South Delhi that I had
known as a student had been replaced by
ugly structures of cement and concrete,
including the jarring and monotonous
housing complexes built by the Delhi
Development Authority.

The Institute was also not the same. The
once impressive facade clearly showedits
age. The department offices and corridors
suffered from the same lack of mainte-
nance that is common to all institutions
funded by the government. In the halls
and corridors, however, I encountered
friendliness and pleasantness, warm
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human qualities that I have always
associated with our people.

In the race to achieve and succeed in the
West we often take ourselves too seriously.
For those of us who are first-generation
immigrants the pressure to prove ourselves
is particularly intense. While we may be
productive materially, we often fail to see
life in perspective and lose philosophical
introspection, which I think is a uniquely
Indian phenomenon.

I would be less than honest if I did not
also mention the somewhat apathetic
attitude I noticed in many of the house-
staff at the Institute. If there is one striking
difference between trainees here in the
US and those back home. it is the level of
enthusiasm. I am aware of the limitations
in material resources available to the resi-
dents in India, but there is no dearth of
that greatest human resource-patients.
Academic medicine in India is so bureau-
cratic and structured that it seems to stifle
initiative. There has to be a fundamental
change in attitudes before any real prog-
ress can be made. It is the work ethic and
willingness to question age-old dogma
that I find stimulating in America and,
sadly, missing in India.
13 May 1988 Dipankar Mukherjee

Washington
USA

Classic omission

Sir-The feature commanding admiration
in the NMJI, No.2 is 'Classics in Indian
Medicine'. You have started off with a
good example. However, I could not find
the precise reference to the original paper!
It appears from your acknowledgement
that it was published in IlMR, but when,
in which volume?
28 May 1988 S. K. Pandya

Department of Neurosurgery
Seth G S Medical College and

K E M Hospital
Bombay

The complete reference is:
Brahmachari UN. Chemotherapy of
antimonial compounds in Kala-azar infec-
tion. Indian J Med Res 1922;10:492-522.
The omission is regretted-Ed.
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AIDS and India

Sir-In our article 'AIDS and India'
(NMJI 1988;1:80-6) the Indian data on
AIDS were taken from the Indian Council
of Medical Research publication (lCMR
Bulletin 1987;17(12):111-19). The recent
data were based upon the proceedings of
the ICMR's National Task Force on AIDS
and were generated by different ICMR-
AIDS referral and surveillance centres in
India.

Due to oversight this was included
neither in the references nor in the
acknowledgements. We regret this omis-
sion.
10 June 1988 A. N. Malaviya

Department of Medicine
AIIMS

New Delhi

K.K.Datta
DGHS (AIDS Cell)

Ministry of Health and Family Welfare
New De1hi

Biomedical engineering

Sir-This has reference to the interview
with Dr Shantilal J. Mehta published in
the first issue (Vol. 1, No.1) of your
journal.

In the last paragraph, he states: 'I feel a
biomedical engineering institute will be a
boon to this country because it will pro-
duce engineers who will look after various
.equipment in hospitals.'

I would like to point out that the disci-
pline of Biomedical Engineering has
almost no connection with equipment
maintenance. For an extensive overview
of Biomedical Engineering I recommend
an excellent article on the subject:
Garfield E. Exploring the frontiers of
biomedical engineering: An overview of
historical and current considerations.
Curr Contents (Life Sciences) 9 March
1987, No. 10.
13 May 1988 J. Devasundaram

Schieffelin Leprosy R & T Centre
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