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leakage of the inflatable cuffs. On an average, this occurs after
fifteen to twenty re-uses.

Arterial catheters with and without baLLoons,arteriaL sheaths
and guide wires. As our department is an important centre for
interventional angiography, we use arterial catheters with or
without balloons and sheaths extensively. After use the catheter
is flushed ten times under pressure using an arterial infusion
pump. When some obstruction is encountered, a large guide wire
is used to force the matter out. Finally, oxygen under pressure is
blown through the catheter to force any residual matter out of the
catheter and dry its inner surface. If there is the slightest suspicion
of retained matter, the catheter is cut into pieces and discarded.

The guide wire is cleaned under running water for over 15
minutes immediately after it is removed from the artery. Each
catheter, sheath and guide wire is inspected and destroyed if there
is any evidence of physical damage in the form of roughening of
the tip, fraying, kinking or reduced elasticity.

Catheters, sheaths and guide wires are then immersed in 3%
gluteraldehyde solution overnight. They are then washed in tap
water. The catheters and sheaths are subjected to powerful suction
to dry their inner surfaces. Each catheter, sheath and guide wire is
then packed into separate plastic envelopes which are sealed.
These are sterilized in ethylene oxide.

Each sheath is used about ten times, large arterial catheters five
to ten times and thin, inner catheters two to three times. The
common teflon-coated guide wires are used at least fifteen to
twenty times but the newer 'glide' wires can only be used two or
three times.
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Oxygen masks. Oxygen masks are cleansed after each use by
washing and drying.

Observations
We have found no evidence that re-use after sterilization has, in
any way, contributed to complications in our patients.

There are several items, many of them imported and expen-
sive, which when re-used after careful cleansing, inspection for
evidence of wear and tear and re-sterilization, result in consider-
able saving. Such savings enable us to improve services and even
spur development of our facilities.

Manufacturers may not approve of this approach for it will,
inevitably, reduce their profits. However, it does not concern us.
In adopting this approach we are not breaking new paths. Such re-
use is already accepted practice even in affluent countries.t"
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INDIAN RESTAURANTS IN GLASGOW
Most people coming to Glasgow are amazed at the large number
of Indian restaurants or, in the local patois, 'curry-houses' (de-
fined as restaurants serving Indian subcontinental food). I am not
quite sure why Indian food is so popular in Glasgow but it is true
that it has become an integral part of Glaswegian cuisine. So much
so that some of the ubiquitous fish and chip shops have expanded
their menu to include such culinary delights as 'pakora and chips'
and 'popadoms and spiced onions' . This fondness for Indian food
extends to the rest of Scotland and Britain, but Glasgow probably
has the second highest concentration-after Bradford=of Iadian
restaurants in Britain as measured by Indian restaurants per head
of the Asian population. The definition of Asian includes people
whose origins lie in the Indian subcontinent-Bangladeshis,
Indians and Pakistanis.

The food in Indian restaurants is not the fare you might actually
find in Bangladesh, India or Pakistan. Certainly, it is based on
north Indian food but adapted for the British market with an
emphasis on meat dishes. 'Tandoori' dishes are popular but the
names of some other offerings from Indian restaurants would
bamboozle an Indian linguist. The food is quite unlike that made
at home but it is good-my only gripe is the lack of fresh green
chillies in the dishes when I eat in any of the establishments.

Nevertheless, in this type of restaurant, Indian food has its own
distinctive charm and is compelling for curry afficionados, par-
ticularly when the pub closes. Fortunately, there is a move in
Indian restaurants towards providing both more authentic Indian
food and a diverse Indian cuisine, including the fine tradition of
vegetarian food and regional varieties. All in all, my four children
(aged 3, 5, 7 and 10) seem to love Indian restaurant food and we
duly celebrated Diwali in a dosa-house near Glasgow University.

Indian restaurants tend to be concentrated where the Asian
population is. In Scotland, the Asian population has been increas-
ing over the past few decades. This was due to the initial migration
of male breadwinners from the subcontinent followed by their
families, and subsequently the increase has been due to second
and third generations of Asian children being born here. It is now
estimated that 45% ofthe Asian community in Scotland was born
in the United Kingdom. The 1991 Census, which for the first time
asked people to classify their ethnic origin, showed that all ethnic
minorities formed 1.3% of the total Scottish population of 4.9
million. IOf the 62 634 ethnic minority people in Scotland, the 3
largest groups are Pakistani (34%), Chinese (18%) and Indian
(16%). The Bangladeshi community forms only 2% of the ethnic
minority population. A majority of the Asian population lives in
the West of Scotland with most living within the city of Glasgow.
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It comes as no surprise then that Indian restaurants proliferate
in Glasgow. The estimates of Indian restaurants vary but they
would be well over one hundred with an additional number of
'take away' restaurants providing Indian food. Some restaurants
are long established such as the Ashoka West End, Shish Mahal
and Koh-i-Noor which have been credited with introducing large
numbers of students and other Glaswegians to Indian food.

Since Indian restaurants are managed and owned by Asians
and, in the main, employ Asian workers, the restaurant business
is of major economic importance for the Asian community. There
are good reasons why first-generation Asians tended to run their
own businesses including restaurants-discrimination in the job
market, lack of recognition of non-British qualifications, and the
attractions of being your own boss. Despite these advantages,
owning and working in restaurants is hard and not particularly
well paid compared to other industries. Apart from the staff work-
ing full-time, there are often temporary and part-time workers,
and sometimes restaurants are family-run with all the members
helping out. Many young Asians work part-time in restaurants
whilst at college or university to finance their studies. Indeed,
amongst my Asian friends there are so few who have not worked
in an Indian restaurant at one time or another, that working in
restaurants may almost be considered an integral part of growing
up for young Asians in Glasgow!

The economic importance of Indian restaurants and the num-
ber of Asians working in Indian restaurants makes this an impor-
tant issue to study both for public and occupational health. Firstly,
the health (physical, psychological and social) of workers in
Indian restaurants is an important area to understand. Secondly,
health and safety issues are crucial because of the adverse working
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conditions. Thirdly, for public protection it is vital that restaurant
staff have some basic health knowledge about, for example,
respiratory and gastrointestinal infections.

Given these reasons underlining the importance of studying
Indian restaurant workers, it is curious that there is nothing in the
medical literature about them. This led one of our Master of Public
Health students to undertake her dissertation on the subject. 2

Although it is not possible to discuss the findings and implications
of the study here, it con finned restaurants as being the source of
illness and injuries suffered by these workers, that workers had
variable knowledge about respiratory, gastrointestinal and HIV
infections, and the absence of any occupational health services. In
general, kitchen staff whose English was poor were less well
informed about health issues. The lack of an occupational health
service is not surprising and is common to many other small busi-
nesses, Asian-owned or otherwise. It does, however, raise the
issue of how to tackle these deficiencies. There are no simple solu-
tions but the study has highlighted the health, health care and
occupational health needs of Indian restaurant workers. Some
problems, such as language difficulties are specific to Indian
restaurant workers, whilst others such as those related to work-
ing in a hot and dangerous environment such as a kitchen, are
common to other businesses.
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TIiE PHYSICIAN WORKFORCE-UNDEREMPLOYMENT
AND UNEMPLOYMENT
What might have been considered unbelievable a decade or so ago
has become a reality-physicians in the USA are having trouble
finding jobs. Traditional career opportunities after residency
training were plentiful in a marketplace that was wide open in all
sectors-private solo and group practices, government agencies
and industry. It is no longer like it used to be because of a remark-
able shift in supply and demand.

Among thegraduating class of 30 June 1994,6 months later
more than 10% of residents in some specialties had not found full-
time positions' in their specialty or subspecialty. The percentage
unemployed in some specialties were: pathology 10.8%, plastic
surgery 9.9%, anaesthesiology 9.9%, pulmonary diseases 6.2%
and orthopaedic surgery 5.9%. This reflects the trend that has
been pre-eminent in health care reforms as the USA has been
caught in the whirlwind of spiralling costs associated with health
care delivery. Patient care in specialty zmd ~ecialty areas
clearly costs more. On the other hand, opportunities wound for
graduates in emergency medicine, obstetrics and gynaeco\ogy,

psychiatry, family practice and urology where unemployment
ranges from nil to 1.4%.

New graduates are finding fewer jobs in previously so-called
. underserved areas. A survey of residency programme directors
showed that 27.4% of them were anticipating employment prob-
lems for their 1995 graduates and 16.1% of them said they were
likely to reduce the number of positions in their programmes
within the next three years. In this study of 10 014 residents
seeking professional positions, 3% were unemployed. Ongoing
research should add to this database of infonnation and provide
answers as to why residents are not finding work. Many residents
expect to work in locations of their choice and are unwilling to
uproot their families and move to other states. Others anecdotally
cannot find openings anywhere, despite applications to numerous
potential employers and multiple interviews.

Amidst all the uncertainties that future physicians are facing as
they enter medical school and plan their choice of careers, one
thing is certain-the job market is shrinking. In popular special-
ties such as anaesthesiology, 60% of programme directors say
they may cut positions within the next three years; 43.5% in


