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IN CONTRASTTO the rather slow start to the Overseas
Doctors' Training Scheme (ODTS) in Medicine which I
reported previously, I Professor Gilroy-Bevan, who is in
charge of the surgical side of the scheme at the Royal
College of Surgeons in London, is enthusiastic. 2 There are
already 75 doctors in sponsored posts in General Surgery
and Orthopaedics. The response, from 60 countries, has
been enormous and nearly 1000 applications have been
received; at the moment a moratorium has had to be called,
and further applications cannot be accepted until the latter
half of this 'year . All posts are established ones within the
National HealthService (NHS) and none are super-
numerary; they usually- start at Senior House Officer
(SHO) level and progress to a registrar post.

THE COUNTRYHASonce again been shattered by a major
tragedy, the Sheffield Football Disaster, in which 95
people were crushed to death inside the Sheffield Wednes-
day ground. The situation has not been helped by numerous
verbally incontinent commentators and 'experts: who
have hurled accusations and counter-accusations at each
other. There is to be a public inquiry and a police investiga-
tion. Peter Jenkins;' the much respected political journalist,
has articulated what many people were beginning to
suspect, that there are common factors in the recent and
potentially avoidable disasters. Writing in the Indepen-
dent, he says: 'The physical neglect of public facilities is
becoming an evermore pressing political issue, borne
home by such human disasters as the recent ones." .. This
deterioration in public facilities and standards is in part
the consequence of too-slow economic growth over the
whole post-War period. We have only to contrast the
amenities of more successful nations and our deplorable
state of dilapidation. In the last 10 years, the economic
performance has improved but the neglect grown worse.

'Two tendencies of the present government have con-
tributed to this .... One has been the constant refrain that
"money is not the problem", when money plainly is a
large part of the problem. The other is this government's
tendency to se,e social problems not in environmental but
behavioural terms, and to prefer law-and-order solutions
to physical ones. An appalling metaphor was before our
eyes on Saturday when high fences designed to keep
riotous fans from the pitch condemned them to death by
slow suffocation.'

RECENTLY, A NUMBEROF papers have appeared on the
incidence of certain diseases among the Indian com-
munities living in Britain. For such investigations to have
their greatest value, there are two comparisons to be
made: The incidence of a disease in a well-defined Indian

community in Britain should be compared with that of the
indigenous population, and with the incidence in that
community in India. Generalizations about 'Asians' or
'Indians' in Britain are equally valueless, but well-planned
studies on the two major Indian communities in Britain,
the Gujaratis (taking care to exclude Gujaratis from East
Africa who have a somewhat different life-style) and the
Punjabi Sikhs (also the Pakistani and Bangladeshi groups)
should be made while these communities are still geo-
graphically and culturally distinct. While the incidence of
most of the important diseases in the European population
of Britain is well known there is a dearth of similar data
for India, and where it does exist there is rarely any dis-
tinction made between the various ethnic sub-groups.
Even studies comparing the disease pattern in the north
and south of India are hard to find (the author would be
pleased to receive relevant references or articles which
can be sent to the Editor), though there is historical and
anthropological evidence that the two populations are
different.

Up till now, most of the work in this field has been on
coronary heart disease (CHD) and diabetes mellitus,
though space only allows discussion of the former. In the
earlier literature" on CHD in India there are some valuable
observations and Malhotra> has summarized his work as
follows: 'In the traditional Indian setting ischaemic heart
disease rates are significantly lower than in Europeans.'
However, it is believed that the incidence in India is now
increasing." In London there is good evidence that the
mortality from CHD in the Gujaratis and Sikhs is about
50% higher than that in the native white population,"
whose rate is itself one of the highest in the international
'league table'. This high rate in the two Indian groups in
Britain has increased by 25% over the period between
1970-72, and 1979-83. It is of interest that the same study
showed similar higher rates in the Pakistanis and
Bangladeshis. What is missing in this puzzling situation is
firm evidence from India. Are the Indian communities
suffering from an increasing rate of CHD, irrespective of
where they live, or is the rise in rates of CHD due to factors
peculiar to life in Britain? A number of possible, but as
yet uninvestigated, factors come to mind; stress in adapta-
tion to life in Britain, improved economic status, deviations
from traditional diet, and impaired glucose tolerance in
undetected non-insulin dependent diabetes, which is

, known to be very common in Indians in Britain.

THE REFORM(or destruction, according to taste) of the
NHS is still being hotly debated, and has been opposed by
the Royal Colleges, the consultants, the British Medical
Association, the general practitioners and the nurses. It is
a little unfortunate at this particular stage that the reputa-
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tion of the private sector has been hit by the scandal
involving the sale of kidneys in Turkey for transplantation
in Britain," and the fleecing of patients with AIDS by
doctors offering a cure with a completely ineffective drug.
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In January 1989 a landmark publication in the American
medical literature' commented: ' ... our health care system
is failing. Tens of millions of people are uninsured, costs
are skyrocketing, and the bureaucracy is expanding.
Patchwork reforms succeed only in exchanging old
problems for new ones .... ' Americans have now begun
to look towards Canada and even further afield for solu-
tions to their health problems and although there are
some promising features, nobody can see a very attractive
alternative. The very discussion indicates the gravity of
the crisis.

A comparison of the US and Canadian health care sys-
tems is timely. A quarter of a century ago Americans and
Canadians spent about 6% of their GNP on health. Today
Americans spend 11% and Canadians 8.5%. There are
more than 1500 private health insurers in the United
States and more than 8% of their revenue is taken up on
overheads. In contrast, the Canadians as well as the US
government medicare have overhead costs of 2% to 3%.
This competitive, complex, multiple-payer system forces
American hospitals to spend twice as much as Canadian
hospitals on billing and administration which results in US
physicians spending about 10% of their gross private prac-
tice incomes on excess billing costs.?

In a February 1989Harris poll,' 7.5% of Americans said
they had been denied access to medical care at some time,
with only 0.6% Canadians stating that this had happened
to them. 89% of Americans said their health care system
required fundamental changes, compared with 42% of
Canadians. Only 10% of Americans felt their system
worked well compared to 42% of Canadians.

In the wake of the failure of a wide variety of cost
containment methods, is public concern beyond the health
care profession: It is the current status of malpractice litiga-
tion and the alleged surplus of physicians. Public and
media involvement is at an all-time high and the issue has
attracted political attention. Succinctly put by a Canadian
physician at a March 1989conference: 'The one thing that
a politician, bureaucrat, or economist cannot bring to his

or her intellect and considerable knowledge of the health
care system is the inner feeling that you have as a physician.'
The richest Canadian province, Ontario, had a budget
deficit of $1 billion and one of the fastest growing items is
physicians' fees which rose 11% in 1987.

And yet, in what appears to be a visceral reaction, del-
egations of US senators are looking northward to the
'Canadian model'. Within the next few months three
states anticipate the introduction of bills calling for a
Canadian type of system to be established at state govern-
ment levels. Evolution of such systems would virtually
abolish all forms of insurance and create a universal health
insurance system, in which hospitals would be provided
prospective annual lump-sum budgets and physicians
would negotiate fee levels, not unlike union contracts, with
the system. In Canada, fees are negotiated by provincial
medical societies. The Massachusetts law requires the
state to cover all unemployed residents, thus providing
universal access to health care. There is recent evidence
that the State may not be able to pay for its reforms. 4 The
next round belongs to the collective wisdom of legislators,
as this seemingly never-ending and challenging socio-
economic issue sweeps across North America.

The United States of America and Canada are poised
for change, as they seek the common ground in the better-
ment of health care for their citizens. What they do will
inevitably affect other nations.
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