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Maurice King Replies

Sir-Congratulations to all correspondents
for an immensely useful debate and apolo-
gies for my delayed reply. It has, however, .
allowed the dust to settle and several things to
become clearer, none more so than the terri-
fying need for change here in the North, and
the strength of the emotions that entrapment
liberates.

A UN view on how interventions for
child survival affect the birth rate. I have at
last been able to obtain an admirable and little
known UN publication, Family building by

fate or design I which sets out to identify
'what is clearly and unambiguously known
about child survival chances and fertility'.
One wonders if it was not specially commis-
sioned to question UNICEF's views. Here is
the first paragraph of its abstract:

'Theoretical considerations, largely sup-
ported by empirical research findings, con-
firm the interdependence of child survival
and fertility. Levels and trends in child
survival are negatively associated with
trends in fertility. However, the prevalent
direction of causation, its mechanisms,
timing and strength are not identical in
different populations. Patterns of demo-
graphic transitions show that improve-
ments in child survival typically precede
sustained fertility decline. This observa-
tion, however, cannot lead to the auto-
matic conclusion that policy interventions
to improve the health of children will be
immediately followed by a decline in the
birth rate. The actual fertility consequences
of such interventions depend not only on
the type of interventions, but also on the
prevalent family planning programmes in
the particular location where the interven-
tion takes place.'

The italics are mine. The point is that there
is a delay before the birth rate falls. This is
unimportant if a community is not trapped,
but if it is trapped, delay is crucial, because it
can be a generation or more and increase
entrapment, so that there is a conflict between
the interests of: (a) the present child, (b) that
child in future condemned to malnutrition
and an early death, and (c) the community.
Although UNICEF will not admit it, this is its
central dilemma.

This UN statement is not the last word on
the complex relationship between mortality,
but it can be taken as being so for the purposes

of this argument. It removes one of UNICEF's
escape routes from its central dilemma. The
only other one is to deny the reality of the
demographic trap, which UNICEF and all the
international agencies and the intemational
public health establishment continue to do.

The issue is not whether the trap exists, of
which there can be no doubt, but whether to
recognise it. Halfdan Mahler, now Director
of the International Planned Parenthood
Federation, tells me that after due consulta-
tion he has decided to 'opt out of all the traps' .
He will have discussed entrapment with the
other agencies, and doubtless the academic
establishment also. Since the defection of
one agency would cause difficulties for the
others, there are considerable pressures on
them all to agree. Deciding where particular
communities are in the process of entrapment
is another matter.

Political constraints and 'racism' in
repressing recognition of the trap. Richard
Jolly, UNICEF's Deputy Director of Pro-
grammes, and I had an illuminating confron-
tation at a recent meeting in Amsterdam.
Subsequently, he warned me that I was 'play-
ing with fire'. It has now become clear that
UNICEF particularly, and the other agencies
also, dare not recognize entrapment on ac-
count of the political constraints they face
and particularly the tensions that racism might
raise. They have other constraints also, such
as those placed on their policies by the indus-
trial countries which provide most of their
funds, but fear of racism seems to be the most
important.

'Racism' , or race as a determinant of power
in society, is something which most of us
prefer not to mention, and hope that we will
not be accused of, which respected journals
avoid, and like the trap (to which it is linked)
is widely taboo. Racism is, however, a pow-
erful force. Much though one would like to
view earthly events as an alien from some
distant planet, and to have been born a deep
photosynthetic green, rather than a pallid
Caucasian off-white, to be human is inevita-
bly to belong to some race or other.

At this point I should perhaps give my
credentials for trying to navigate these very
troubled waters alone. Having worked for 25
years in the developing world, international
public health is my discipline, and since the
demographic trap is its crisis, I have to grapple
with this as best I can. What it has done is to
increase my horror of Northern lifestyles and
the need to change them. If I had one wish it

would be to ban all advertising, with its
relentless pressure to increase our material
wants. Such is the momentum of the eco-
nomic machine that I am not hopeful about
reversing it.

What seems to be feared is that discussion
of the trap will fan the flames of racism,
increase the tension between North and South,
make management of the agencies even more
difficult than it already is, and release unfore-
seen counterproductive forces. It is a well
justified fear. Whether or not to pursue recog-
nition of the trap is thus a very grave decision
indeed. In deciding to pursue it I place much
weight on the unanimity of our overseas
students here in Leeds (see below). They rep-
resent an immediately accessible panel of
developing world opinion.

Why promote recognition of the trap?
The short answer is that only if entrapment is
recognized can anything be done about it.

(1) Ultimately, the truth cannot be escaped
from. If it is denied for long enough it ulti-
mately returns to haunt the person or the
agency which denies it.

(2) Not to recognize entrapment denies the
world a critical homeostatic or self-correct-
ing mechanism. It also denies communities
an important stimulus for local corrective
action. This is particularly important for those
which are not so deeply trapped, and thus
more easily able to help themselves.

I recently discussed the trap with our post-
graduate students from the developing world ..
All 21 were unanimous in wanting it recog-
nized. A Nigerian, Issac Aladeloye, has cho-
sen as his dissertation 'Is Nigeria trapped?'
He has been busily collecting data and he
thinks it probably is; it is due to quadruple to
more than 500 million and to become the
third largest nation on earth. Courageously,
he is already thinking about what he can do;
it is he said 'our problem'. To deny entrap-
ment, as a stimulus for such corrective action
in a potentially correctable situation, is thus
particularly tragic. To have denied it until
this day will surely be seen as the major
failing in international public health in our
time.

(3) Even the intelligentsia in potentially
trapped communities are not aware of their
predicament and so are denied the stimulus to
take the necessary action. Because, the inter-
national agencies dare not face the trap, the
leaders of the developing world can hardly be
expected to recognize it either.

(4) Recognition of entrapment would put
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more energy and funds behind ordinary family
planning. It would also diminish reluctance
to use postcoital methods and abortion.

(5) The dilemma for a trapped community
is the unhappy choice between one-child
families and starvation. This is the Chinese
dilemma. Since one-child families are usu-
ally so impractical, this awesome dilemma is
an important reason why the trap is repressed.
However, there are some communities, Indo-
nesia for example, where one-child families
might be practical. Indonesia is already
importing rice and has a population which is
expected to grow by 100 million before it
stabilises. Fortunately, it already has an ex-
cellent ordinary family planning programme
and tight methods of social control, so that it
might well be able to manage one-child families.
The local family planners can hardly be expected
to advocate them if the international family
planning establishment does not even accept
that they should.

(6) It is an ill wind that blows nobody any
good, so why not use the threat of entrapment
positively to create change? Conceivably,
even the Pope might change his mind on
family planning. It should be possible to use
the prospect of entrapment in the South to
encourage lifestyle changes in the North.
This would be the most acid test of altruism,
education, and the power of the media that
could ever be put before us.

So what is to be done? The present politi-
cal and racial constraints make it impossible
for agencies to change their policies. We are,
therefore, entering an interesting stage of
'legitimate doublethink' in which agencies
maintain their current policies, while there is
a progressive change outside them (and within
them by some of their staff) towards the
recognition of entrapment and of UNICEF's
central dilemma. At this point it has to be
asked if there are some agency executives,
who have become so used to adjusting reality
to fit their agency's view of the world, that
this view has become reality for them?

As long as this 'legitimate double think'
persists we shall need a stereoscopic view of
the world, one eye seeing the agency view
while the other eye sees a complementary
view which includes the reality of entrap-
ment. A Cambridge colleague and I are about
to write a paper explaining this. In it we shall
express our sympathy for UNICEF, bound by
racial and political constraints as it is, and
explain that if we held executive posts in it,
we should probably find ourselves taking a
similar official view. We will explain that we
support UNICEF, but it has to be a UNICEF
which sees the real world and its dilemmas.
We shall then describe entrapment and en-
courage readers to take a stereoscopic view.
The proper consideration of entrapment and,
especially, its ethical implications for life-
style changes in the North requires a book; we

THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 5, NO.1

would welcome co-authors for this and for
the paper. Hopefully, agency views would in
time become more real so that the need for
'legitimate doublethink' would wither.

Incidentally, my colleague is optimistic
about the world being able to triple its food
production; on this at present we differ. He
thinks it is more useful to focus on the prob-
lems of maintaining huge populations indefi-
nitely with food aid, rather than on the world
as a whole having difficulty feeding itself.'

'Dilemmas' and who resolves them?
Interestingly, an earlier version of Jolly's
Amsterdam paper contained the word 'di-
lemma', but on the day of his talk it had
disappeared. The agencies have to present a
simplistic view of the world and try to sup-
press dilemmas, which are therefore decided
by default. The point of my paper at the
meeting, 'Dilemmas by the people', was that
they should be discussed globally and re-
solved as near as possible to the people
involved, if not actually by them.

Now for particular points that have not
already been answered. I am not in a position
to say more about whether India is or is not
trapped. I merely ask, what I believe a proper
question and look forward to your more de-
tailed studies.

Jon Rohde
'But parents will only want smaller families
if we stop their children dying'. When I wrote
this about 1975, before the publication of the
recent monographs, I like many other people
and agencies, particularly UNICEF, believed
this in all its simplicity. 'Family Building ... '
has now provided us with an independent UN
opinion.

UNICEF assumes that all its interventions
everywhere lower the birth rate without
admitting the danger of delay, and issues no
word of caution, if so will Rohde please give
details. In his second paragraph Rohde cor-
rectly assures us that the relationship be-
tween mortality and fertility is not causal,
and then in his third paragraph he contradicts
himself in discussing Fig. I by assuming that
it is. Sadly, Fig. I does not state which line
represents which country. The trend of one or
other segment of at least eight lines is re-
versed so that fertility increases with declin-
ing mortality. It would be most interesting to
know which countries these lines represent,
and which the Indian line is? Communities
are so different that each has to be considered
as a special case.

Sadly, it is not the success stories, such as
Kerala and Indonesia (which has its prob-
lems, see above), that concern us, it is the
failures. If indeed all India were Kerala with
its enlightened policies going back many
years, or could become Kerala quickly enough,
it would have no problem. It is what appears
to be going to happen fairly soon in the north-

eastern states that is so worrying.
'There can be little doubt that improve-

ment in child survival associated with the
availability of family planning is seen in
country after country to accelerate the demo-
graphic transition'. We are back to the cause
and effect argument (see also my reply to
Ashish Bose). A 0.18% compound increase
in the population growth rate is not insignifi-
cant.

To read some of UNICEF's recent pro-
nouncements, one might think it was a family
planning agency. This is heartening. Will
UNICEF kindly tell us what it has spent on
family planning in the past compared to its
other expenditures? It has been strangely
silent about this. Family planning may be the
responsibility of other agencies, but in trapped
or potentially trapped communities, it must
surely be the responsibility of the provider of
any kind of child care to see that family
planning is provided at the same place at the
same time, if possible by the same worker.
Since Helberg has recently pointed this out,'
it could be usefully called 'Helberg's axiom'.
UNICEF's manuals say nothing about this. It
is time that they did.

Rohde misquotes me. I quote John Sea-
man's statement as to who is trapped, not
what is to be done in this agonizing situation.
Not only would Sam Preston agree that fam-
ily planning is important for mortality reduc-
tion-but I would too! Amartya Sen is bril-
liant within his deliberately chosen bounda-
ries. What worries me and I expect also
worries him is what happens beyond those
boundaries, which are the relationships of
people to land.

Curiously, it is just because I am at a
medical college that I see these awful dilem-
mas, and in the interests' of truth am com-
pelled to discuss them. The resolution of
dilemmas is a social process by which the
tension between conflicting premises is
diminished. One of the keys to this process is
compromise. Another is paradox, which is an
apparent illogicality overlying a deeper truth.
It is therefore reasonable for an individual
doctor to do one thing, and for an agency to do
another-if this is the best way out of a very
unhappy situation. Yes, I am serious.

By mentioning Hitler's Germany, Rohde
brings up the 'gas chambers' argument.
Compromises involve a half-way position
and that position has to be stable. For ex-
ample, in the UK the unhappy socially agreed
compromise is to kill malformed children
before birth (abort them), but not afterwards.
There is no assumption, nor will it happen,
that to agree to this compromise is the first
step towards putting adults into gas cham-
bers.

I have already discussed racism, in so far as
I am able to bring myself to do it. I am
unusual, but by no means unique in not taking
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western liberalism for granted. As a Christian
I am not yet convinced that there is a specifi-
cally Christian position.

Solutions are easy-if you deny entrap-
ment. The reduction of fertility is much better
than not to do everything possible to reduce
mortality.

Ashish Bose
There is presumably a point at which one-
child families are too late, and another at
which even no-child families a:re too late. I
restrict myself to infant mortality on the
grounds that if not everything is to be done to
lower mortality, the earlier it is not done the
better. As to winding up UNICEF, I am most
anxious to see it adjust its policies to the real
world.

I am well aware of not being a demogra-
pher. Unfortunately, entrapment is unknown
to most demographers. Since they count only
people, not the food to feed them with, I find
myself in the unhappy position of trying to
bridge the gap. As to massive data and scien-
tific research, I am interested to see rather
often such phrases as ' ... extremely resistant
to empirical measurement', ' ... suffer from
problems of measurement and interpreta-
tion', and ' ... cannot fully be substantiated
with empirical evidence',' as indicating not
what demography knows, but what it does not
know. It is just because I am aware of how
little is known that I wrote that fertility' ... I

might usually continue to fall'.
I argue that just because some measures to

reduce child mortality are technically pos-
sible, they don't necessarily have to be ap-
plied in a severely trapped community on a
public health scale, 15ecause they could make
the condition of that community worse.
Unfortunately, being a UN document, 'Fam-
ily Building ... ' does not mention entrap-
ment. Nevertheless, it is useful to speculate
from its perspective what the conditions might
be under which interventions for child sur-
vival would increase demographic pressure
and promote entrapment. They would seem
to be an unfavourable combination of:
1. Those interventions taking the form of

powerful vertical programmes of 'techni-
cal fixes'.

2. An early stage in the demographic transi-
tion before the acceptance of family plan-
ning.

3. Absent or inefficient family planning serv-
ices.

4. The expectation of a long delay before the
birth rate falls.

5. A short time interval before starvation
closes the trap.
Under favourable combinations of these

factors there is of course no point in with-
holding public health measures. Under unfa-
vourable ones there might be. Quantifying
them is difficult. The important point is that

communities differ and that UNICEF and the
community, or more practically the ministry
of health, should consider policies in the light
of entrapment.

D. Banerji
Wow! Quite a letter! No wonder nobody else
has been so foolhardy as to 'stick his head on
the block', and mention that deadly word
entrapment. No wonder poor UNICEF shies
away from it.

I suspect that the Ford Foundation will
have been right now that the window of op-
portunity provided by the green revolution is
closing. Your point about the lack of hard
data is well taken, nor indeed has any con-
tributor provided any, for or against. Why not
prove me wrong? You will find the data much
more easily than I shall. I am aware that ORT
may not have been the best example. I shud-
der for the errors of the UN mission and pass
quickly over the idiocies of outside involve-
ment in family planning in India. Over to
you!

India may have been able to absorb mas-
sive increases in population hitherto, but can
it feed twice its present population as it will
be expected to do? Social indicators can
surely go on improving until such time as the
population comes up against the support
capacity of its ecosystem.

B. N. Tandon
Congratulations! Here at last is the courage
and realism to consider that entrapment is at
least a theoretical possibility. I look forward
to reading the status paper.

Bimal Jalan
Great! I warm to those who (like me) do not
know all the answers, but anxiously ask the
questions. Your point about trade in food is
well taken. My diagram deals with an hypo-
thetical isolated population, but in reality no
population is so isolated, so the world grain
situation is important. Alas, in the face of a
population that is going to double and could
triple it is not too hopeful (see my paper). The
green revolution prevented the famines fore-
cast for the seventies, but now that this win-
dow of opportunity has mostly gone and the
constraint on productivity is mainly water, a
further green revolution is less probable.

Whether or not parts of Latin America are
trapped remains an open question, almost
certainly not. As to the trap being due to the
failure of social and economic policies, ulti-
mately the trap is a mismatch between people
and food; social and economic forces are only
ends to this, particularly in determining how
food is shared, hence the importance of eq-
uity.

S. K. Pandya
How kind, I actually have a supporter!
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Enough for the moment, I look forward to
seeing detailed calculations of sustainability
and entrapment. China has apparently been
making them for some years although not by
this name. What about India? I also look
forward to visiting you all, to listening, to .
looking and most especially to learning. As
the natural outcome of joint commitment to
great endeavour, I feel, curiously, that I al-
ready have great friends in India.
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More on 'Human Entrapment .. .'

Sir-Maurice King in his provocative essay
'Human entrapment in India'! has further
extended his pessimistic prophecy for the
developing world, first articulated in the Lan-
cet? For readers familiar with the continuing
debate on the population question, King's
arguments evoke memories of the discre-
dited forecasts made by the Paddock brothers
in the sixties' and Ehrlich" in the seventies.

We propose that Dr King's axiom-that
there is little scope for further augmenting
food production in the developed countries of
the world-is untenable. He concedes that
grain production in the developed countries
is nearly 7000 kg per hectare as against the
world average of 2500 kg per hectare. It is
documented that in many of the developing
countries, the average productivity of foodgrain
is either 2000 kg or less. Most agricultural
scientists agree that foodgrain production in
developing countries can be at least doubled,
even without bringing more land under culti-
vation, through greater access to modem
technologies and extending irrigation facili-
ties.

Many authorities on population and agri-
culture confidently predict the capacity of the
earth to support a population of over 30
billion. Colin Clark" puts the figure at 35
billion while Roger Revelle" argues that with
the use of mechanical energy from fossil
fuels and further application of science and
technology, 38 and 48 billion people could be
provided a diet of 4000 to 5000 calories per
day. Even the most pessimistic estimate reck-
ons that the world will have the capacity to
feed at least JO billion people while the
developed countries maintain the current
extravagant levels of consumption.

Cynics may dismiss the argument as wish-
ful thinking. However, recent history abounds
with success stories from big and small coun-
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tries. The experience of China, the Republic
of Korea and India shatters the myth that de-
veloping countries would find it difficult to
increase agricultural production to levels needed
to 'feed their growing population. The reasons
behind the incapacity of a country to feed its
population are more complex than mere
land-man ratio or rate of population growth.
India has twice as much cultivable land per
person than China .. Yet there is apparently
more hunger in some parts of India than in
China. Rather than seeking shelter under
arguments like shortage of water and deterio-
ration of soil as constraints in the way of
agricultural development, we should have
the courage to admit that in the prevailing
political set up many countries of the world
are no longer free to pursue their own agricul-
tural or socio-economic policies. As a conse-
quence, the poorer sections of the society go
hungry.

'An interesting feature which Maurice King
ignores totally in his paper is the debt trap
into whichmany of the third world world
countries have fatten, The countries which he
has almost written off are all reeling under
heavy foreign debt as shown in.Table I. We
feel that the debt trap has contributed to the
inability of these countries to pursue appro-
priate agricultural policies aimed at feeding
their poor.

Table I. Foreign debt of selected nations-
1980 and 1989

Nation Foreign debt ratio
% of GNP % of export earnings
1980 1989 1980 1989

Kenya
Bangladesh
India
Nigeria

50.2
31.7
11.9
9.0 '

71.7
53.3
24.0

119.0

171
346
136
32.2

294
438
260
390

Source: World Development Report 1991. World Bank

It is no wonder that the policies of the coun-
tries of the third world are increasingly being
dictated by the international donor agencies
like the International Monetary Fund and the
World Bank. Agricultural self sufficiency
and prevention of ecological disasters in these
countries are far from the agenda of the aid
givers. To illustrate the point further, we
would like to draw the attention of the readers
to .the astonishing World Bank prescription
for sub-Saharan Africa.'

L Less state activity, in particular food sub-
sidies for the poor.

2. Freeing of the market with the exception
of support for private entrepreneurs.

3. Using price incentives for agriculture stress-
ing the comparative advantage of cash
crops for exports.

4. Reduced emphasis on food self-sufficiency.
5. A reduction in state spending on basic

human needs.
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We find nothing wrong with the current
approaches of the family planning agencies
of the world. That they do not advocate one
child families should not be held against
them since in many countries of the develop-
ing world, substantial fertility declines have
been achieved in the span of 20 to 30 years,
without coercion. Sri Lanka, Thailand, Costa
Rica, Korea and even Kerala in India are ex-
amples.

Table II. Decline of fertility in selected countries

Country Total fertility

1965 1986

Sri Lanka
Thailand
Costa Rica
Korea
Kerala*

4.9
6.3
6.3
4.9
4.9

2.5
2.5
3.1
3.1
2.1

Source: World Development Report 1991
*SRS Annual Report No. 27. 1987

GNP appears to have little bearing on the
rapidity of fertility transition. We are in-
trigued that Dr King totally ignores the role of
female education in reducing fertility rates.
The 41 country world fertility survey" brings
out the relationship convincingly. These find-
.ings were further corroborated by a World
Ban'k9 global analysis which indicates that
fertility and infant mortality can be substan-
tially reduced by raising a country's educa-
tionallevel with the specific aim of reducing
the gender gap. It should be noted' that most
of the entrapped countries have still abys-
mally low levels of formal female education.
UNICEF' in its advocacy of GOBIFFF had
included female literacy as one of its compo-
nents. However, oral rehydration (ORT) and
the Universal Immunization Programme (UIP)
dominated the UNICEF programmes only
because those could be implemented easily.
Female education continues to be neglected
in most of the countries including many parts
of North India. UNICEF is not to blame for
the failure of the national governments to
pursue the cause of education of girls.

Despite the conceptual elegance of the trap
which Dr King perceives, it is an imaginary
one. When he speaks of communities he fails
to distinguish between small and large com-
munities or nations. His assumption that most
of North India is already entrapped is unwar-
ranted, since the national food reserves can
easily take care of any local natural exigen-
cies. Indian agriculture is capable of meeting
the challenge of a further population rise.
This is not to suggest that high fertility levels
in many states of North India is not disturb-
ing. But imposing a one child family is not the
solution. It is too early to write off India as the
country possesses the skills and the capacity
to bring about a Kerala tyPe of fertility tran-
sition in the high fertility regions.

Dr King suggests that 'just because some
public health measures are technically pos-
sible, they don't necessarily have to be ap-
plied on a public health scale, since they
could make the condition of a community
worse and increase the man-years of human
misery.' Imagine a world in which 70% of the
population is denied the benefits of immuni-
zation, primary health care, safe drinking
water or clean toilets through public health
interventions and yet fed a television diet of
instant cricket and Grammy awards to mol-
lify their tortured souls. His message seems
to be-let these people suffer in silence and
die in their thousands, for the sake of a golden
tomorrow. And the path to this paradise ...
the one-child family. What a cruel joke!

16 December 1991 c.s. Soman
K. Vijayakumar

Medical College
Thiruvananthapuram

Kerala

REFERENCES
I King M. Human entrapment in India. Natl MedJ

India 1991;4:196-201.
2 King MH. Health is a sustainable state. Lancet

1990;336:664-7.
3 Paddock W, Paddock P. Famine-1975, Boston:

Little Brown and Co., 1967.
4 Ehrlich P, Ehrlich AH. Population. resources.

environment, Issues in human ecology. San
Francisco:WH Freeman and Co., 1970.

5 Collin C. Starvation or Plenty? New York:
Taplinger, 1970.

6 Revelle R. Food and population. Sci Am 1974;
124:160-71.

7 The World Bank. World Development Report.
Washington DC:World Bank, 1991.

8 The World Bank. Accelerated Development in
sub-Saharan Africa. Washington DC:Worid
Bank,1981.

9 Fertility in the developing world. International
Statistical Institute (World Fertility Survey),
Netherlands, 1984.

II

Sir-The community of demographers and
related scholars in India, including those of
UNICEF have felt disturbed over the article
entitled 'Human entrapment in India' by Dr
Maurice King. To my mind Dr King ex-
pressed the right concerns and makes the
point that if India fails to heed the waming,
she will probably go the way of Ethiopia and
the Sahel. However, he appears to defeat his
own purpose by being more histrionic than
necessary. He points his finger at UNICEF as
being the devil with its oral rehydration and
expanded immunization programmes for child
survival. This sounds only a step short of rec-
ommending the gas chamber for unwanted
babies or flinging them down the shafts of
coallI!ines. Where he goes wrong is his rather
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naive assumption that a decline in human
fertility is directly related to a decline in
infant and child mortality. In history and in
present day reality, several other attendant
factors are indispensable. It is a pity that in
this age of specialization, or addiction to a
single discipline, we get locked, to quote Dr
King's T. S. Eliot 'Each in his prison thinking
of the key'.

King argues that if the birth rate does not
continue to fall more rapidly and more steeply,
India will soon exhaust its ecosustainability.
This point is also valid although the percep-
tion of this is currently blurred by the fact that
India's population was static at a very low
level between 1871 and 1921. Even this failed
to lift India out of its utter destitution under
colonial rule, while, since 1947, despite the
population having more than doubled, from a
much higher base within a much denuded
territory and shorn of its prime and extensive
grain producing regions in Pakistan and
Bangladesh, India has steadily prospered in
both agriculture and industry. And this, when
the Malthusian checks of famine and pesti-
lence, which King invokes, have stayed away
in the last half-century.

I would like to submit that both King and
his critics have missed the real point. Baldly
put, the best way to get out of King's demo-
graphic trap is, as has happened in the West-
ern world, to assist Indian women to transit as
swiftly as possible from being primarily
vehicles of human reproduction, producing
biological good alone, to becoming vehicles
of social, cultural and economic production,
producing much more social and economic
good. A woman must be let into a more
worthwhile world, where she will feel ful-
filled and wanted. It is this process in the last
150 years that has rescued the western hemi-
sphere from the kind of human entrapment
that King speaks of, and not just the slick
recipe of declining mortality triggering the
miracle of declining fertility.

The main elements of the much wider
process, that will deliver a woman from her
mainly biological reproduction trap to the
more satisfying and profitable world of social
production are clean water and sanitation,
education, health, nutrition and immuniza-
tion, family welfare and work outside of the
home which will assure her control over her
own income.

15 December 1991 AsokMitra
505 Jodhpur Park

Calcutta

III

Sir-The statement by Dr Maurice King of the
Department of Public Health Medicine of the
University of Leeds, UK, that life saving
measures such .as oral rehydration therapy

and immunization for children of the poor
countries should not be actively promoted
during the present phase of demographic
change when a fall in death rate exceeds the
fall in birth rate sounds like the heartless
prescription of a white man to counter the
threat of a population explosion in develop-
ing countries. And yet those who have known
Dr King's excellent work, as well as his
writings on child health in Africa in the field
of community medicine, realize that he pro-
pounds this unusual theory more through a
feeling of desperation than malice. In a per-
sonal letter to me he states 'I have recently
come to see with horror something which I
had previously only been dimly aware of and
which has to be faced. The crux of it all is that
our ethics are at variance with our ecology.
This is the fundamental awfulness. I can only
say that I am appalled by our affluence and
our waste of resources, restraining our life-
styles is indeed the crux.'

In his forthright and blunt exposition (which
he states is more in the nature of a provoca-
tion for international debate) he openly ex-
presses the fears that both international and
national agencies and individuals harbour in
their hearts about the sudden rise in popula-
tion in developing countries and the danger
that this poses to their own well being. The
overt pressure during the emergency and the
covert pressure currently exerted by our gov-
ernment on the poor to restrict their family
size are supported by unlimited foreign funds
=-often under the thin guise of Maternal and
Child Health, Universal Programme of Im-
munization and Urban Health Posts. The
underlying reason for such programmes is
not the love of women and children of the
poor but because this is an inducement to
reduce the size of their families. The far more
effective and well-proven measures for regu-
lating family size--education and economic
development which help the status of the
poor=-only receive lip sympathy for this would
result in a more egalitarian society. The harsh-
ness of Dr King's medicine is no less than that
of our own doctors who undertake amniocen-
tesis for female foeticide. At least Dr King is
more honest in expressing his opinion.

The reasoning of Dr King, like all others
who fear the uncontrolled increase in the
numbers of the world's poor is remarkably
naive. They believe in the simplistic Malthu-
sian equation between mouths to feed and
food supply. Unlike lemmings and wilde-
beestes, Man has the ability to control both
the food supply as well as the number of
mouths to feed. The green revolution in Punjab
has proved the former while the effect of edu-
cation, especially of females in Kerala, has
demonstrated the effectiveness of the latter-
and that too within the span of one or two
generations without waiting for a change in
economic status. The developing countries
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and their people are not poor and illiterate be-
cause of the lack of natural or human re-
sources for it is their natural resources and
exploited cheap labour that provides the wealth
and fuels the economies of the rich nations.
This is the real cause of the vicious cycle
between poverty and population growth which
cannot be solved by merely allowing the
children of the poor to die. This is the real
cause of the demographic trap.

There are many examples in our own coun-
try (like Ralegan Shindi) that once the poor
are freed of the shackles imposed on them by
the international and national exploiters, they
can produce adequate food for their basic,
needs by harnessing their own human and
natural resources. They can improve their
own health and provide their children with
education appropriate to their needs as well
as control the size of their families. It is also
necessary to realize that unlimited consumer-
ism, based on human greed, is not the model
for any civilized society and that when there
is a return to moral and human values there
will be ample food during the phase of popu-
lation growth till demographic stability is
achieved.

It is important that Dr King and others,
who are obsessed with the present population
growth, must realize that this growth is the
direct result of the poverty created by interna-
tional and national political forces and the
answer lies more in the field of political
action than in genocide of the poor.

12 December 1991 N. H. Antia
Foundation for Research in Community Health

84-A R.G. Thadani Marg
Bombay

Changing convictions with changing
journals?

Sir-The article' Serological surveillance for
HIV -1 infection in Bombay' by Kamat et al,'
published in your journal concluded that patients
with tuberculosis were not a high risk group
for human immunodeficiency virus (HIV)
infection. Though the sample size was small
(45 patients) the percentage of positivity was
about 2.2.

However, in the October 1990 issue of
WHO Features' it is stated that the world
tuberculosis toll is rising. One of the main
reasons given was the spread of HIV infec-
tion. WHO estimated that worldwide about 3
million people with HIV infection also have
tuberculosis.

There is another paper from India, in the
Journal of the Association of Physicians of
India (JAPI),3 which states that 'considering
the endemicity and extent of the problem in
India, it is possible that cases of AIDS may
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present with tuberculosis and tuberculosis
patients may be at a high risk of contacting
AIDS.' This conclusion was drawn from
observations made in Pune during 1988 and
1990 and a total of 13 out of 472 (2.75%)
tuberculosis patients were either positive or
borderline positive for anti-HIY antibodies.

It is certainly possible that the data analy-
sis and results may differ from centre to
centre. However, it is interesting to note that
two of the authors of the Natl Med J India
article are also authors of the JAPI article!

10 December 1991 Yinay Kulkarni
Amrita Clinic

Sambhaji Bridge Comer
Karve Road

Pune
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HBV transmission in healthy persons
at high risk in India

Sir-Sexual contact and exposure to blood
products are the two major modes of hepatitis
B virus (HBY) transmission in human beings.t'
Persons involved in frequent sexual practices
with multiple partners and those remaining in
regular contact with blood or blood contami-
nated apparatus are always at high risk of
contracting HBY infection. However, in India,
these two established modes of transmission
have not been extensively studied in relation
to the overall spread of HBY infection in the
general population. In order to assess the
magnitude of HBY transmission in high risk
groups we investigated the prevalence of
HBsAg and anti-HBs in prostitutes, eunuchs,
truck drivers, professional blood donors and
healthcare workers. All subjects were in the
age group of 20 to 45 years, had no present or
past history of jaundice and belonged to
Delhi and its environs. For comparison, blood
from a large number of healthy volunteer
donors was screened for these two HBY
markers and the prevalence obtained (HBsAg
2.6% and anti-HBs 14.2%) was taken to be
that in the population in north India. Sensitive
ELISA techiques':" were used for testing sera
samples for both HBsAg and anti-HBs. The
results are shown in Table I. We found that
professional blood donors had a significantly
higher HBsAg positivity with a significantly
lower prevalence of anti-HBs than healthy
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volunteers. HBsAg positivity in eunuchs and
healthcare workers was significantly lower.

Table I. Prevalence of HBsAg and anti-HBs
in different healthy groups

HBsAg status Anti-HBs Status
n %+ve Sig- n %+ve Sig-

nifi- nifi-
cance cance

Voluntary 204
Prostitutes 635
Eunuchs 28
Truck drivers - 217
Professional 1117
Healthcare 1313
workers

253 14.2
203 18.7 NS
28 18.0 NS

184 16.3 S
278 8.6 S

1313 18.9 NS

35 2.6
3.6 NS
o S
5.0 NS

12.0 S
1.8 S

HBsAg and anti-HBs values in voluntary blood donors
used as reference values for comparison. NS and S
indicate non-significant and significant statistical
difference respectively,

It is difficult to explain the low anti-HBs
prevalence in professional blood donors, but
the high HBsAg positivity rate may be caused
by the use of improperly sterilized syringes
and needles. There also appears to be no
reasonable explanation for the low HBsAg
positivity rate in eunuchs and healthcare
workers. Our findings suggest that multipart-
ner sexual contact is not a major factor in
HBY transmission in India. The use of blood
stained instruments enhances the probability
of HBY infection but if adequate precautions
are taken, this may be easily reduced. In
India, sensible practice and not mass immu-
nization against HBY may be the most cost-
effective method for preventing HBY trans-
mission.
18 December 1991 M. Irshad

Y. K. Joshi
Hema Gupta

S. K. Acharya
Y. N. Singh

B. N. Tandon
Department of Gastroenterology and

Human Nutrition
AIIMS

New Delhi
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Postictal hyperprolactinaemia

Sir-With reference to my article on prolactin
and epilepsy! I would like to make the follow-
ing comments.

The neurotransmitter mechanisms under-
lying the post-ictal prolactin surge include
disruption of tonic dopaminergic inhibition
and/or stimulation of serotonin by spreading
ictal discharges that involve medial temporal
structures.' In addition, since opioid agonists
decrease dopamine synthesis and release in
the hypothalamus, as well as stimulate prolactin
secretion.' the possibility of the post-ictal
prolactin surge being opioid mediated needs
to be considered.

However, the fact that exogenous opioids
stimulate prolactin release does not necessar-
ily indicate that endogenous opioids are in-
volved in post-ictal hyperprolactinaemia. A
more appropriate strategy would be to study
the specific opiate antagonist naloxone on the
post-ictal prolactin surge.

In a recent review,' the effect of different
doses of naloxone given prior to electrocon-
vulsive therapy in groups of depressed and
melancholic patients at four different medi-
cal centres was reported. In spite of methodo-
logical differences in these studies, the re-
sults were consistent in that pretreatment
with naloxone had no significant effect on the
ECT-induced rise in serum prolactin. Al-
though these observations pertain to depressed
patients, a proportion of whom may have
abnormalities in hypothalamo-pituitary func-
tion and possibly subsensitive opiate recep-
tors, they seem to indicate the absence of
opioid mediation in the post-ictal prolactin
surge.
29 November 1991 Prathap Tharyan

Department of Psychiatry
Christian Medical College

Vellore
Tamil Nadu
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National Medical Library

Sir-The National Medical Library of India,
Delhi functions as the national focal point for
collection, analysis, storage and dissemina-
tion of biomedical information. It has a good
collection of books and a large number of old
issues of journals. It has photocopying facili-
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ties, an index for Indian medical periodicals
and arranges computerised bibliographical
searches from databases such as MEDLARS,
POPLINE etc.

However, it is not user friendly. It is cold
during winter and hot during summer, and
dust is spoiling valuable old journals. Books
and journals are scattered all over indicating
a lack of stacking facilities. The staff, with a
few exceptions, work in the true spirit of
Indian government employees, i.e. they are
unhelpful and noisy. It is also difficult to con-
centrate on reading and swat away the mos-
quitoes at the same time.

I would suggest that some improvements
be made.

1. Air conditioning should be installed to
prolong the life of the books and to provide
some comfort to the users.

2. Photocopying facilities should be subsidised.
3. There should be a canteen open during

library hours.

3 December 1991 S. K. Srivastava
New Delhi

Patient service or patient care?

Sir-There is frequent misuse of the terms
'service' and 'patient care'.

In medical literature, 'service' describes a
performance area, as in: service, research and
teaching. I However, in most medical schools
these areas conflict with one another. I Thus,
the term 'service' has different connotations
depending upon how faculty members of a
medical school view the other two areas,
especially 'research'. In schools where the
philosophy of research and teaching have
firmly taken hold, the term 'service' simply
means 'patient care'. In schools where the
climate is not conducive for research or inno-
vative teaching. two scenarios usually take
place:

1. The fresh medical undergraduate hears
of the three traditional areas: service, re-
search and teaching. He understands the term

'service' to be work done for another or act
that helps another. He and his peers form an
opinion about service, research and teaching.
Service equates with the performance of useful
work or duty whilst the other two areas are
only useful in a very obscure way. He rarely
hears a contrary opinion. This erroneous
distinction stays with him and manifests it-
self as a prejudice later in his career.

2. The fully qualified medical professional
wishing to make a career of research or
teaching finds most of the faculty consider
his interests to be poor cousins of 'service'.
The literal meaning of the latter term
(serviceeuseful work/duty) is used by the
faculty to denigrate 'research' and the 'self-
glorification' of publishing papers.

This conflict will only diminish if the
medical profession appreciates that each of
these areas are important 'stand-alone' ca-
reer choices. As a first step, the term 'service'
should be replaced by the more appropriate
'patient care'. Such a change will help future
generations of medical professionals view
patient care, research and teaching in their
proper perspective.

15 December 1991 A. Cariappa
Schieffelin Leprosy Research and

Training Centre
Karigiri 632106

Tamil Nadu
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Multi-resistant typhoid fever

Sir-In support of your editorial,' the recent
emergence of multiresistant Salmonella ty-
phi strains in different parts of India':" includ-
ing Calcutta has posed a challenge to clini-
cians. The majority of the Salmonella typhi
strains isolated are resistant to chlorampheni-
col, ampicillin and co-trirnoxazole. During
the period February 1990 to February 1991,
we investigated 70 cases suspected to have
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typhoid fever admitted to the Infectious Dis-
eases Hospital, Calcutta, of which 16 were
positive for Salmonella typhi and 2 were
positive for Salmonella paratyphi A by blood
culture. All the Salmonella typhi strains iso-
lated were resistant to chloramphenicol, ampi-
cillin and co-trimoxazole but were suscep-
tible to nalidixic acid, norfloxacin and cip-
rofloxacin. All these cases had been previ-
ously treated unsuccessfully with chloram-
phenicol, ampicillin and co-trirnoxazole. After
admission to the hospital, 8 of the adults were
treated with ciprofloxacin 500 mg twice daily
for 10 days. Their fever subsided within 5
days and there was an improvement in their
general condition within 48 to 72 hours of
starting therapy. No adverse side-effects were
noted during treatment with the drug. Re-
cently, Mondal" and Rowe et al? have also
recommended that ciprofloxacin be used in
the treatment of such imported multiresistant
typhoid fever cases in the United Kingdom.
We agree with Dr Anoop Misra that the time
has come to treat typhoid fever cases in adults
with ciprofloxacin, although the cost of such
treatment is high.

5 Jan 1992
S. K. Bhattacharya D. Dutta
M. K. Bhattacharya R. Rasaily
P. Dutta A. Saha
M. R. Saha S. C. Pal

National Institute of Cholera and Enteric Diseases
and Infectious Diseases Hospital

Calcutta
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