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Obstetrical Ultrasound. Philippe Jeanty and Roberto
Romero. McGraw-Hill Book Company, Singapore, 1986.
287pp, US $24.

This book discusses the application of ultrasound in
obstetrics. It also covers basic principles of ultrasound and
the ways to analyse and use the data generated.

The book deals with a variety of obstetrical conditions
including normal pelvic anatomy, early and late gestation,
ectopic pregnancy, miscarriage, normal foetal biometry
and foetal anomalies. The chapters on the trophoblast
and placenta give important clues on how to diagnose con-
ditions such as a succenturiate placenta or a placenta
increta. The comprehensive presentation of specific
obstetrical conditions and the information provided by
ultrasonographic studies are of considerable practical
value.

The most interesting aspects of the book are the simple
equations and computations of measurements. These will
be particularly useful to obstetricians studying foetal
biometry. The tables and graphs showing the normal values
for different foetal ages can be used as standards.

The chapters are short and provide only relevant informa-
tion well supported by illustrations, flow charts and
graphs. This book will be useful to busy practitioners as it
provides adequate information on obstetrical ultrasound
in simple language.

INDIRA N. HINDUJA

Correspondence

Endocrine and Metabolic Disease. Colin M. Feek and
Christopher R. W. Edwards. Springer-Verlag, Berlin,
1988. 143pp.

This book written by two practising clinical endocrinologists
from New Zealand and Scotland, is one in a series of
monographs on 'Treatment in Clinical Medicine'. It con-
sists of two sections; the first one is a systematic review of
common endocrine diseases and their management and'
the second covers clinical pharmacology.

The first chapter, 'The Thyroid Gland', gives a fairly
detailed account of 'most thyroid disorders (excluding
those due to iodine deficiency). The chapter on the
adrenal consists of a brief review of hypercorticism,
adrenal insufficiency, phaeochromocytoma and congenital
adrenal hyperplasia. The chapters on the ovary and testes
are well written and include management of hypogonadism,
precocious puberty and hirsutism. The chapter on the
pituitary includes a detailed discussion of pituitary
turn ours and a brief resume of pituitary insufficiency. The
chapter on the parathyroid and calcium and bone
metabolism deals with the management of hyper- and
hypocalcaemia and osteoporosis and Paget's disease. The
chapter on the endocrine pancreas is basically a review of
hyperglycaemia and its treatment.

In Section II, the chapter on clinical pharmacology dis-
cusses the clinical pharmacology of some of the commonly
used drugs in endocrinology and the section ends with a
pharmacopoeia of the drugs used in endocrinology.

The book is elegantly printed with good photographs,
illustrations and charts. The simple presentation makes it
admirably suited to general practitioners and medical
students.

A. C. AMMINI

Alcohol and road accidents

Sir-Apropos of Dr H. S. Wasir's letter in
your journal (Vol. 2, No.2), I have had
the matter examined and find that his
apprehensions are overstated regarding
Delhi Administration's policy of issuing
licences to serve alcoholic drinks in small
restaurants. It is only on the recommenda-
tions of the Department of Tourism,
Government of India, that the Delhi

Administration has agreed to issue
licences to serve wine and beer of less
alcoholic content in restaurants approved
by the Tourism Department of the Central
Government. The facility was to be
mainly for foreign tourists as a part of
tourism promotion. This is in line with the
practice in other metropolitan cities in
India. Out of 30 approved restaurants in
Delhi, only 13have been granted licences.
The cost of beer in these restaurants is

around Rs 35 per bottle compared to Rs 12
or so in a retail vend. It will thus be seen
that wine and beer have not been allowed
to be served insmall restaurants nor are
the same available at cheap rates and will,
therefore, not encourage their consump-
tion by common people (thereby causing
road accidents).
15May 1989 Adarsh Misra

Commr. and Secretary (PWD)
Delhi Administration

New Delhi
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Community based health care

Sir-The National Medical lournal of
India is too good a journal to have such a
restricted scope. In the 'Information for
Contributors' your journal solicits articles
'reporting research relevant to clinical
practice in India'. The above phrase may
be interpreted as not including community
based health care. I feel that the range of
the journal should be extended to include
articles which report 'research relevant to
curative, preventive and promotive health
care both in the hospital and in the com-
munity setting'.
6 April 1989 L. M. Nath

New Delhi

We would welcome articles on community
based health care and we have modified
our instructions to authors. Thank you for
your suggestion-Ed.

Doctors' strike

Sir-Selfish as I am I count my blessings
as the doctors continue their strike. Had I
fallen ill or been felled by an accident my
friends in the medical profession would
have rallied round. I could also have dug
my fingers into my pocket and paid for
nursing home treatment. But there have
been deaths and set-backs among those
not so fortunate as I am.

No amount of persuasion will lead me to
believe that it is anything but medical
manslaughter. Who is responsible? The
doctors will say the government, by not
conceding their demands. The govern-
ment will say the doctors, by going against
medical ethics and striking. And the sick
and dying? Who will they hold responsible?
I leave it to the two parties to work that
out. I am amazed at the tolerance and
patience of our people. Several people visit-
ing me have mentioned almost casually
that their relatives' treatment has stopped
because of the doctors' strike. They say
this without irritation, without anger, as if
it was a natural thing. This is what worries
me most, the apathy, the acceptance that
things must be so.

The doctors, it seems to me, have cut
their teeth in a bad case. Government in
India is proverbially insensitive and
dilatory. But for junior doctors to begin
their professional career by keeping the sick
and dying as hostages is not auspicious.

Is it not possible for them to name three
distinguished persons in whom they have
confidence and tell the government that
they are willing to abide by the arbitration
of any of them?

14 June 1989 Chanchal Sarkar
New Delhi

More to 'Publish or perish'

Sir-Your editorial 'Perils of "Publish or
perish'" which highlights the fraud in
research published by eminent scientists
even from reputed institutions is com-
mendable. It is heartening to note that the
Harvard Medical School when assessing a
candidate's suitability for promotion puts
stress on quality rather than quantity of
papers published by him. I would like to
go a little further and discuss a rather
different type of fraud.

A good paper is refused on the grounds
that it is 'not suitable for our journal or not
conforming with its style' or on the grounds,
that 'such papers had been published pre-
viously'.

However, one often discovers that a
paper which was rejected previously is
accepted by the same journal when a big
name appears as one of the authors or
worse, the contents of the paper are repro-
duced in a subsequent editorial. This kind
of treatment meted out to young authors
by medical journalists is also a fraud.
Another injustice occurs when one paper
is published within just two months of sub-
mission while another one is still waiting
to be published after two years. On enquiry
one is told 'it iswith the referee' and at times
after two and a half years one gets a letter
stating 'your paper is not found suitable'.

Such actions do not help medical jour-
nals, neither do they encourage young
researchers. Editors should help young
scientists by guiding them and pointing out
clearly what are the flaws in a paper and
how they might be eliminated. Lastly, one
is often unable to understand the style in
which the references are required, as these
are different for different Indian journals.
I would make a plea for uniformity.
4 April 1989 R. S. Bhatia

S. Batta
Ludhiana

HIV infection and AIDS

Sir-Further to our letter regarding blood
products in HIV infection (Natl Med 1
India 1989;2:96), we reproduce below a
communication received from Dr A. J.
Garrett, Director, National Institute for
Biological Standards and Control, United
Kingdom. This was in reponse to our
enquiry about the relevance of finding
anti-HfV antibodies in certain blood pro-
ducts in India:

'My interpretation of the results you
describe for immunoglobulins must be
that the plasma pools for those batches
were contaminated with HIV-positive
blood. Unfortunately, the negative
responses in the Abbott antigen assay can-
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not be relied on to exclude the presence of
HIV because the current commercial tests
for HIV antigen are relatively insensitive
and are specifically for detecting p24. It
should also be remembered that HIV-
positive individuals are antigenaemic for
only short periods of the course of their
infection.

'Immunoglobulin preparations reacting
positive under the conditions you describe
must cause great concern, not for the
danger they might present to recipients,
though that should not be dismissed, but
because blood from HIV -positive donors
has obviously bypassed initial screening
and manufacturer's quality controls.

'I recommend that you regard all mate-
rials from those batches as contaminated,
treat the processing equipment accordingly,
make every effort to identify the donors of
the contaminated blood and review the
screening and testing procedures.

'There is good evidence, from experi-
ments in which plasma was deliberately
contaminated with HIV, that properly
controlled Cohn fractionation of blood
will inactivate the virus that might appear in
the immunoglobulin fraction. Epidemio-
logical evidence also indicates that HIV
infection is unlikely to have been transmit-
ted through administration of therapeutic
immunoglobulins. Nonetheless, the pre-
sence of anti-HI V in an immunoglobulin
preparation is undesirable and demon-
strates inadequate control of the collection
of plasma and, of course, other products,
such as clotting factors, from the fractiona-
tion could well be infectious.

'National Regulatory Authorities must
decide which specific requirements are
necessary for the control of manufacture
of plasma products in their own countries.
However, I would expect such conditions
to be governed by the general principles
underlying the production of any biological
substance to be used in human medicine,
i.e. sound scientific bases for production
of materials of known potency and efficacy,
free from deleterious extraneous agents.
Processes intended to inactivate or remove
deleterious agents must be validated in
agreed pilot studies. Premises, production
equipment, protocols for production,
quality control and the presentation of
data must be beyond reproach and must
be inspected and approved by control
experts who are independent of the
manufacturers.

'The control of human blood products
must begin at the selection of blood donors.
As you know, there is no monetary incen-
tive to donate blood in the UK and strict
criteria exclude some potential donors on
the grounds that they are from groups
where risk of infection is possible or that
they are undergoing medical treatment for
minor ailments or simply that they have
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recently been unwell; this is an important
screening point in this country.' Sub-
sequently, a sample of each separate
donation is tested for HIV antibodies at
the blood transfusion centres. Manufac-
turers are required to test plasma pools
and, in some instances, final products and
we, as a control institute, duplicate
whichever tests we consider necessary.
Detailed protocols for each batch of
product must be submitted to us by the
manufacturer and appropriate sections are
scrutinized by haematologists, immuno-
logists and virologists. Therefore, instead
of approving or recommending specific
commercial tests for manufacturers to use,
we prefer to maintain a continuous assess-
ment of manufacturers' quality control.

'In my opinion, quality control can
rarely be limited to rigidly defined rules.
It operates most efficiently when the com-
bined scientific expertise of manufacturer
and control authority can be used to inter-
pret laboratory and epidemiological data
and, where necessary, can identify and
rectify problems quickly.'

It is gratifying to know that the Ministry
of Health and Family Welfare, Govern-
ment of Indi'a has already enunciated a
policy that appeared in the press on 3
April 1989 which incorporated these
guidelines.

Another item of information is impor-
tant. In a meeting of experts on blood and
blood products safety held at the KEM
Hospital, Bombay on 22-23 April 1989,
Dr Joel Solomon of the Federal Drug
Administration, USA mentioned that in
the present day and age any blood product
made .from the blood of donors not
screened for HIV cannot be used on
human beings under any circumstances.

A very large number of professional
blood donors in India, including those
who are known to have given blood to the
manufacturers of blood products, are anti-
HIV positive (CARC Calling 1989;2:16-
19). Releasing blood products known to
have been made from HIV positive donors,
even if the final product does not show
anti-HIV, is probably hazardous.

We must try to use blood only from HIV
negative donors to manufacture blood
products.
26 May 1989 A. N. Malaviya

New Delhi

Iodine deficiency in India

Sir-The article on Iodine deficiency in
India I was very comprehensive but I would
like to make some comments on the issue of
'Iodized oil-an interim alternative'.

The authors mention that in specific
hyperendemic areas iodine can be most
effectively supplemented by iodized oil
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administration. They also state that
iodized oil is a low cost (less than Rs 2 per
person per year), safe and acceptable
method of iodine prophylaxis and that
administration of iodized oil as a public
health measure offers a satisfactory
interim method for prophylaxis until an
iodized salt programme can be effectively
implemented.

These statements require critical
scrutiny in the light of certain observations
made for India and other developing
countries. These are:

(i) In some countries in Asia which
opted for the iodized oil injections
approach salt iodation programmes have
considerably slackened, while the injec-
tion programmes have continued.? It
appears iodized oil programmes continue
although they were introduced as an
interim measure.

(ii) There are really no areas which are
'inaccessible' to common salt and salt
famine has not been reported even from
the remotest regions of the world. It is
strange to read that areas which are 'in-
accessible' to iodated common salt would
be easily accessible to periodic massive
injection programmes.?

(iii) The cost of iodized oil injection has
been estimated to be about 35 times
higher per person per year than the cost of
salt iodation. The injections require dis-
posable syringes and considerable health
manpower. It will be impossible for poor
Asian countries to sustain iodized oil
injection programmes with their own
resources.s-'

(iv) Iodized oil injections given in the
latter half of pregnancy, according to
Kochupillai et at.3 may not only be ineffec-
tive in a proportion of cases, but may even
prove positively undesirable." The delivery
of massive doses of iodine through injec-
tions to pregnant women in the last
trimester may be unsafe and possibly
unethical. 2

Time bound iodine administration is
required specifically in iodine deficient
pregnant mothers. If iodized oil can be
provided to them why not iodized salt?

Before a decision to include iodized oil
administration in the National Goitre Con-
trol Programme is taken, we must carefully
weigh its advantages and disadvantages.
9 May 1989 Umesh Kapil

New Delhi
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Aluminium phosphide poisoning
Sir-I read with interest the article
'Aluminium phosphide poisoning: Clinical
toxicity and outcome in eleven intensively
monitored patients' by R. Bajaj et at. (Natl
Med J India 1988;1:270-4). The authors
have described the microscopic appearance
of myocardium obtained from endomyo-
cardial biopsy. But, nowhere in the text
have they discussed the diagnostic implica-
tions, prognostic value or therapeutic use of
this investigation. As the mortality of
aluminium phosphide poisoning is very
high, information regarding the micro-
scopic changes in the myocardium could
easily have been obtained from autopsy
specimens.

Was this invasive procedure, which
carries with it a certain morbidity and
mortality, undertaken for any particular
reason? Would the authors please clarify?
30 March 1989 Bharat V. Dalvi

Bombay

Rajiv Bajaj's reply

Sir-In previous studies, post mortem
biopsies done in patients of aluminium
phosphide poisoning had revealed a normal
myocardium.t-? In fact, the lethal and
clinically major cardiac toxicity of
aluminium phosphide had not been recog-
nized.? We hypothesized that the absence
of myocardial changes in spite of lethal
cardiotoxicity might have been related to
the very short time between the ingestion
of the poison and death. Although chemical
and enzyme changes would take place
quickly, morphological changes (cell
necrosis, scavenger cell infiltration etc.)
might take longer to become apparent. To
obtain proof of this we did endomyocardial
biopsies in the two patients who survived. 3

The procedure has no known therapeutic
or prognostic value at present, but our
purpose was diagnostic. The information
obtained contributed substantially to our
conclusions that, regardless of the conflict-
ing reports, aluminium phosphide has
major cardiotoxicity.

Lastly, an experienced cardiologist
performed this procedure which, in his
hands, has been absolutely safe.
25 April 1989 Rajiv Bajaj

New Delhi
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Cerebral malaria and artemisinin

Sir-Recently two papers presented by
Burmese clinical investigators at national
meetings reviewed their preliminary
experience in treating patients of cerebral
malaria with artemisinin derivatives.
These derivatives are obtained from
artemisinin extracted by Chinese scientists
from Artemesia annua, the plant commonly
known as quing-hao-su.

At a meeting held in December 1988,
Col. Kyaw Win of the Armed Forces
Medical Services presented the results of
the treatment of patients of cerebral
malaria with circulatory collapse with
intravenous Artesunate. Artesunate is a
hemisuccinyl derivative of dihydro-
artemisinin and is available in its free acid
form. It is dissolved in 5% sodium bicarbo-
nate solution immediately before use. The
dose used was 60 mg in 6 ml of diluent
intravenously at 0,4,24 and 48 hours. The
investigators found that the clearance
time of the parasite ranged from 17 to 32.5
hours and that intravenous artesunate was
as effective as intramuscular artemether in
both uncomplicated and in cerebral
malaria. Their earlier results have been
described in the 3 October 1987issue of the
Department of Medical Research Newsletter
and in the Burma Medical Journal (Special
supplement 1988;31:1). Mefloquine,
administered concomitantly was found to
effectively reduce recrudescences. As a
result of all the experience gained so far
the investigator concludes that drugs of
the artemisinin series have distinct
advantages over the currently available
drugs, quinine and chloroquine for treat-
ment of severe falciparum malaria. These
advantages are especially observed in:
(a) the treatment of quinine refractory

falciparum malaria,
(b) the treatment of severe quinine sensi-

tive malaria· as an alternative to
quinine for more rapid action, and

(c) as an alternative to intramuscular
quinine or chloroquine.

At another meeting of the Department
of Medical Research 25th Anniversary
research paper reading session held at
Rangoon during 29-31 December 1988,
Drs Pe Than Myint, Tin Shwe, Win
Myint, Ye Htut, Lin Soe and Min Thwe of
the Clinical Research Unit of the Depart-
ment of Medical Research presented their
findings on the treatment of cerebral
malaria by artemether and mefloquine.
Thirteen patients with cerebral malaria,
11 of whom were in a state of unrousable
coma, were treated with injections of
artemether (600 mg total dose) as well as
mefloquine (750 mg) given via an intragas-
tric tube. All the patients survived. The
mean parasite clearance time was 42.2
hours while the mean fever clearance time

was 83.8 hours. The mean interval between
initiation of treatment and full recovery
from unconsciousness in unrousable
patients was 71.8 hours. Follow up of
patients indicated that only one of the four
with P. vivax mixed infection had a
recrudescence in the follow up period of
28 days. The results described by the two
groups of Burmese scientists clearly
demonstrate the derivates of artemisinin
are going to play a major part in the
management of cerebral malaria and are a
valuable addition to the very limited
therapeutic measures available today for
the treatment of chloroquine resistant falci-
parum malaria--a condition that is present
in several parts of India. These findings
add to the impressive amount of informa-
tion gathered from the People's Republic
of China on the use of quing-hao-su and
artemisinin in malaria. Further clinical
trials need to be carried out to determine
the relative advantages of intravenous
and intramuscular administration of
artemether. Artemether possesses greater
solubility in oil and may be used as a single
dose oily preparation. The concomitant
use of mefloquine also needs to be studied
further. What is the extent to which it pre-
vents recrudescence, should it always be
used or should it be used selectively, are
issues that need further study.

What does appear clear, however, is
that a new· type of valuable antimalarial
drug has become available and much more
will be heard of artemisinin derivatives in
the future. It is interesting to note that
the effect of the extract of the wormwood
tree observed in China two thousand years
ago by Ye Gong on fever and rigor has led
to the development of a much needed
drug for the treatment of cerebral malaria
in the twentieth century.
10May 1989 Ranjit Roy Chaudhary

Rangoon, Burma

An approach to population control

Sir-Even though India's annual popula-
tion growth has been reduced to 2.1%, the
country still has more than 800 million
people-a number which is likely to
increase to one billion before the turn of
the century. Most couples in India want
small or moderate-sized families but they
also usually want one child of each sex.

A way to check the population growth
therefore would be to allow couples to
choose the sex of their second child if they
agree to be sterilized after· the child is
born. The technology of sex detection has
improved considerably. Till recently tests
could be performed by amniocentesis only
in the fourth month of pregnancy. How-
ever, methods are now available whereby
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accurate sex detection can be done by
chorionic villus biopsy as early as the
eighth week of pregnancy.

The worry is that, based on sex selec-
tion, couples will choose to have only
female foetuses aborted. I strongly feel
that in developing countries such as ours
where there is a major population problem
and heavy pressure on a woman to produce
a son, foetal sexing in the second pregnancy
might help to limit family size.

Perhaps losing an eight-weeks' female
foetus is preferable to losing a 16-year-old
daughter through bride burning.
2 May 1989 Kiran Kucheria

. New Delhi

The Ingelfinger rule in India

Sir-Scientists in India should take note of
the very timely article by Dr Satyanarayana
on the Ingelfinger rule.' Researchers in
this country tend to go to the media prema-
turely and this is unfortunately no different
from researchers elsewhere. However, WI:;
lag behind other countries in controlling
such publicity seekers by protests and
criticism. Why is it so? Are we Indian
scientists less concerned? This is possibly
not true because not infrequently such
scientifically unsupported claims are
refuted by experts in the same lay media.
Your article poses a question-What
should the editors of scientificjournals do?

It might be pertinent to quote here two
recent controversies which have occurred
since the publication of Dr Satyanarayana's
article. The first was when scientists from
two Indian laboratories claimed, in a press
release, that nuclear fusion had been con-
ducted successfully in their laboratories
after Pons and Fleischmann announced
their results on 23 March 1989. The second
was when Dr John Talent of Australia
decided to level his personal allegations
against Dr Visvajit Gupta of Punjab
university.

The Ingelfinger rule seeks to discourage
the flow of information to the public and
indirectly promotes an early submission of
information to peers=-either at scientific
meetings or through journals. 2 The obvious
problem in our country is that our editors
and peers are not professionally compe-
tent. Some of them blatantly exploit their
positions by themselves indulging in the
game of self promotion. This apart, most
of our editors turn a blind eye to publica-
tion elsewhere of the material under their
consideration. If such publications are
criticized by other workers in the form of
letters to editors, this may sometimes even
be discouraged. All these factors have led
to a stuffy and listless atmosphere in which
scientists shy away from expressing what
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they feel strongly about. Our editors
therefore have a special responsibility to
publish very rapidly everyone's views
including the original scientists' responses
to comments and questions.

What should and could the Indian
editors really do? The first step they could
take is to implement the Ingelfinger rule-
reject material previously published in the
lay press. Secondly, they all could promote
columns in their journals for bringing to
light the violations of the Ingelfinger rule.
Which other journal but The National
Medical Journal of India should lead the
way? It is obviously the first Indian medical
journal with a wide readership and an
independent status so ideal for editorial
freedom to thrive. We need to free our-
selves from the shackles of apathy,
hypocritical indifference, and blatant self
promotion and reach out for an atmosphere
of forthrightness and frankness.
5 May 1989 S. R. Naik

Lucknow
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The fail of the American internist

Sir-In the USA, what one might describe
as a good internist is now, in some ways,
an endangered species. It is common for a
hypertensive patient to go directly to a
cardiologist and for a mild asthmatic to
seek the administrations of an allergist.

Hospitals have been active participants
in the phenomenon of superspeciaIization.
This is true in university hospitals, in private
institutions and in crowded city hospitals.
Gastroenterologists are no longer simply
gastroenterologists. They are either colono-
scopists, biliary interventionists or non-
invasive gastroenterologists, that is, those
who do not perform endoscopic retrograde
cholangiopancreaticography or implant
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biliary stents. And in the last two decades
Hepatology has become a division distinct
from Gastroenterology. Likewise cardio-
logists are now angioplasters, CCU
specialists or non-invasive cardiologists.
Relatively newer groups are electrophysio-
logists and arrhythmologists. Fields like
Allergy and Rheumatology do not lag
behind. After completion of fellowship
training one could choose to do Clinical
Immunology, Rheumatology or Allergic
Disorders. Oncology and Haematology
are very much specialities in their own
right. It is not uncommonly required of an
internist to seek assistance from a bona
fide haematologist to evaluate a patient's
anaemia. For who can be certain that a
patient with chronic renal failure with a
mild normocytic normochromic anaemia
is not harbouring another cause of
anaemia in his bone marrow. And so the
story goes on in every branch of medicine.

Where will this superspecialization take
us? In some cases it certainly will facilitate
the delivery of the fruits of medical
research to the patient, for instance, for
the treatment of his Wolff-Parkinson-
White syndrome, he might have been con-
demned to a life-long treatment with
arniodarone and its baneful consequences,
but now he has his arrhythmia tract mapped
and excised surgically. However, there
always is the concern about overtreatment.
A seventyseven-year-old patient with con-
gestive heart failure who might have been
more content with a touch of digitalis and
diuretics will receive the attention of a
cardiologist and may end up having not
only non-invasive evaluation with an
echocardiogram and a radionuclide
ventricular scan but also cardiac catheteri-
zation. Patients with widespread metastatic
cancer are commonly referred to an
Oncologist to be evaluated for chemo-
therapy and are often offered some form
of chemotherapy. For who can be certain
that this patient will not be one of the very
small number who might benefit. The
treatment of the disease is often more
harmful than the disease itself.

How about the various physician sub-
groups? Negotiations abound. Specialists
have contracts with the hospitals and the
medical policy of even the small hospitals
is often intricate. A pleural tap, fondly
known as thoracocentesis, is usually in
the domain of a pulmonologist and the
hospital may not allow an internist to per-
form this procedure. Insertion of a chest
tube by an internist may land him in the
criminal courts. These policies inflict addi-
tional financial hardship on the patient
and internists are deprived of a major part
of their earnings.

What will the general internist treat? In
community hospitals physicians trained in
Family Medicine or Osteopathic physicians
will lay claim to the traditional Internal
Medicine patients. Once the pride of any
academic institution, the internist now has
to be content with a somewhat diminish-
ing role. However, the escalating costs of
superspecialist care has led to a resurgence
of Internal Medicine as a discipline. Several
medical schools are upgrading their
academic divisions of Internal Medicine
and university programmes are offering
two to three-year fellowship programmes
in Internal Medicine. But this struggle will
continue between the generalist and
superspecialist, between high technology
and simple medicine and between very
expensive care which benefits a few and
low cost care for the greater number.
Even a rich country like the USA has had
to make a choice.

In India the same problems are discern-
ible. The rich seem to go straight to their
cardiologists, more and more hospital
residents are attracted to superspeciality
training, the private medical sector with
its high technology gadgetry is booming
and the costs of medical care burgeoning.
Are we going the American way? Should
we not act now before we spend all our
scarce resources on complicated and
expensive medical care whose effectiveness
is doubtful?
28 April 1989 Bhupinder N. Bhandari

New York


