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Anonymous refereeing

I understand that manuscripts submitted to ajour-
nal are often sent out to referees with the names
and affiliations of all the authors. In my opinion
this can bias the referees as manuscripts by well
known experts in the field and those from interna-
tionally recognized institutions can receive pref-
erential treatment compared to those from a lesser
known author from a lesser known medical col-
lege in a developing country.

I believe that the anonymous refereeing of manu-
scripts would help in providing an impartial assess-
ment of the material. A journal could also publish
the number of manuscripts received and number
of referees approached by country of origin and
the publication rate from individual countries.
This will also help reflect the international character
of the journals.

3 June 1997 Cherian Varghese
Division of Cancer Epidemiology

and Clinical Research
Regional Cancer Centre

Thiruvananthapuram
Kerala

History of medicine in India

Many documents and archives of the history of
medicine of the Indian subcontinent in the last 150
years are to be found in London. The Contempo-
rary Medical Archives Centre of the Well come
Institute for the History of Medicine has personal
papers of many British doctors, the collections of
the Wellcome Tropical Institute and files of Brit-
ish societies, including those of the Royal Society
of Tropical Medicine and Hygiene.' Other papers
may be found in the India Office Library and in the
Public Record Office at Kew.' However, few of
these records extend beyond 1947.

On a recent visit to India I was given three
booklets which I think will have had very limited
circulation, were not indexed in any medical data-
base and were not sent to any medical collec-
tions." All three contain fascinating details and
personal reminiscences of value to medical histo-
rians.

Is there a comprehensi ve collection of reprints,
booklets and personal and society records in In-
dia? This journal has published articles on Indian
medical personalities and institutions and there
was a special issue on S. N. De in the Current
Science" These copies should be sent to a centre
in India and to the Wellcome in London. A suit-
able host institution should have a reputation for
good databases and conservation: the Indian Na-

tional Scientific Documentation Centre has such a
record. An Indian medical history centre should
be started and an appeal launched for donations of
material.

Those who produce booklets should be more
aware of their value to historians and help librar-
ians and searchers by crediting editors, authors
and publishers on publications.t?

I June 1997 H. V. Wyatt
Department of Public Health Medicine

School of HeaIthcare Studies
University of Leeds

Leeds
United Kingdom
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Generic prescription and
anti-amoebic drugs

The cost of a drug plays a crucial role in patient
care especially in developing countries. In India,
there is a wide variation in the cost of different
brands of the same drug. The prescription of an
expensive brand of a drug may adversely affect a
poor patient. This is especially true when the drug
needs to be prescribed for a longer duration. One
such group of patients are those with chronic
amoebiasis.

I, therefore, obtained the cost of different brands
of drugs from the CIMS.lndia(May-August 1994)
and MIMS. India (August 1994) and calculated
the cost of 10 tablets of each brand (Table I). It is
evident that a patient pays more for certain brands
of the same drug. Horowitzetal.' have shown that
prescription of a drug by its generic name saves
cost. Therefore, it should be mandatory for a
doctor to prescribe a drug by its generic name.

lt has been observed that doctors have II sub-
optimal awareness of drug cost, ...•It is necessary
to improve this situation by laying greater emphasis
on this aspect during the training programmes of
undergraduates and postgraduates. It should also

TABLE I. Anti-amoebic drugs and their cost
(in rupees)

Drug(s) Number Cost range
of brands (10 tablets)

Metronidazole (200 mg) 4 3.6-4.7
Metronidazole (400 mg) 4 6.~8.1
Metronidazole (200 mg) 5 5.4-12.2
+diloxanide furoate (500 mg)
Metronidazole (400 mg) 7 11.9-17.2
+diloxanide furoate (500 mg)
Tinidazo1e (300 mg) 9 8.5-12.8
Tinidazole (500 mg) 9 14.4-30.1
Tinidazole (1000 mg) 4 35.7-60.2
Tinidazole (300 mg) 3 7.1-14.8
+diloxanide furoate (250 mg)
Tinidazole (600 mg) 2 24-24.1
+diloxanide furoate (750 mg)
Secnidazole (500 mg) 3 8~240
Diloxanide furoate (500 mg) I 6.9

be compulsory for drug manufacturers to mention
the cost of the drugs in promotional material.

30 May 1997 R. K. Gupta
Department of Pharmacology

Mahatma Gandhi Institute of Medical Sciences
Sevagram

Wardha
Maharashtra
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A partogram to reduce maternal and
infant morbidity and mortality

Maternal, perinatal and neonatal mortality in the
rural areas of India are reported to be high. ' Every
year. an estimated 27 million women become
pregnant and about 15% develop complications.'
The maternal mortality rate is 3.4 per 1000
deliveries of which 12% are due to obstructed
labour. 13% due to sepsis and 20% due to haemor-
rhage. These are preventable ifthe complications
are anticipated and the patients referred timely to
a secondary or a tertiary care hospital. Similarly,
the perinatal and neonatal mortality can be
decreased substantially+"
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FIG I. The partograrn used in this study

During 1995 in Madurai district, of the 32
maternal deaths, 12 (37.5%) were due to post-
partum haemorrhage and 2 (6.25%) due to ruptured
uterus. During 1994 and 1995, in the same district,
12% and 16% of newborn deaths were due to
asphyxia."

We observed that it was difficult for the village
level workers to determine the right time for
referral. Therefore, we developed a partograrn
(Fig. I) which had clear indications for the same.

One hundred and nineteen village health nurses
and 44 primary health centre medical officers
were trained to use it.

Briefly the duration of labour was depicted on
the Xvaxis and the cervical dilatation on the Y-
axis. The duration of labour pain differs in the
multigravidae and primigravidae. In primigravidae,
there is a latent or slow cervical dilatation phase of
8 hours followed by an active phase of 5 hours
(total: 12-13 hours) while in multigravida the
active phase is only 6 hours. It is only in the active
phase that there are good uterine contractions,
cervical dilatation and normal foetal head descent.

The Y-axis denotes uterine contractions and is
divided into 10 equal parts representing I to 10 ern
of cervical dilatation. In a primigravida the cervi-
cal dilatation is slow in the latent phase and then
occurs at the rate of about I ern per hour in the
active phase. The balloon-shaped figure on the
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mortality but 2 newborns died at the referral hos-
pital.
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Erratum
In the review article by Ananthakrishnan et at. :Intestinal geohelminthiasis
in the developing world (1997;10:67-71) on page 70, Table II (column
3, line 9)

Y-axis represents the uterus. The number of uterine
contractions expected to occur during various
phases of labour are depicted within the balloons
as red lines.

The foetal head is denoted by a round ball only
in the active phase. The position of the head was
noted by placing the hand above the pubic sym-
physis. The 5-finger position indicates that the
whole head is above the pelvic brim; the 2-finger
position indicates an engaged head in a primi-
gravida.

The foetal heart rate was monitored every 30
minutes and was marked on the vertical line drawn
from the X-axis to the head descent position.

The maternal pulse, blood pressure, tempera-
ture, urine output and the drugs administered were
monitored and written over the line drawn from
the Xvaxis to the Y-axis at that time. Any deviation
below the corresponding normal connecting line
was considered abnormal.

Out of 1237 normal deliveries conducted using
this partogram, 151 (12.2%) were detected to be
complicated and referred. The reasons for referral
were prolonged labour (75), non-descent of foetal
head (58), uterine inertia (9) and antepartum or
postpartum haemorrhage (9). The referred pa-
tients underwent Caesarean section (38), instru-
ment deliveries (47) or drug-induced deliveries
(66) at the referral centre. There was no maternal

For 25 mg bid Read 25 mg/kg bid


