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when workers from other countries were encouraged to
come to Britain in the immediate post-World War II
period. These migrants came mainly from the former
British colonies in Asia, Africa and the Caribbean. The
situation for Asian doctors was facilitated by the General
Medical Council (GMC) recognizing their basic qualifica-
tions obtained from medical schools on the Indian
subcontinent.> This situation changed in 1975 when the
GMC set up a Temporary Registration and Assessment
Board, superseded by the Professional Linguistics Assess-
ment Board (PLAB) to evaluate the ability of overseas
doctors to practise in Britain.
Currently ethnic minority doctors, the majority of them

Asians, are thought to constitute about 30% of all doctors
in the NHS. In hospitals they are concentrated in the
unpopular specialties of geriatrics, mental handicap and
psychiatry, in non-consultant posts and in non-teaching
hospitals. Similarly, Asian GPs are also to be found
mostly in unattractive general practices such as those in
the inner city areas.
Some of the problems faced by Asian doctors in Britain

reflect the racism present in British society, the tackling
of which will help not only ethnic minority doctors, but
also ethnic minority patients as well as the community in
general.
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SUMMARY
This study was carried out in a level II trauma centre over a
6-month period. A total of 1723 patients were enrolled using
the following exclusion criteria: cardiopulmonary arrest secon-
dary to trauma, primary respiratory arrest, history and signs
consistent with an abdominal aneurysm, age less than 18 years,
suspected pregnancy and return of spontaneous circulation
(ROSC) prior to arrival of the cardiopulmonary resuscitation
(CPR) team. Eight hundred and sixty-one patients were
randomized to receive interposed abdominal counterpulsation
cardiopulmonary resuscitation (lAC-CPR) and 862 to receive
standard CPR. All medical residents were trained in the
technique of lAC-CPR by one of the principal investigators.
Abdominal compressions were performed with approximated
open hands centred over the umbilicus using a 1:1 compression
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The NHS has attempted to respond to the needs of its
ethnic minority workers. Health authorities have, for
example, recently developed equal opportunity goals and
instituted mechanisms to monitor employment policies.
The authors of this paper should be congratulated not

only for identifying a problem which affects Asian GPs
but also for attempting to provide answers. However, I
feel they should have considered this problem in a wider
context and assessed to what extent it is the result of the
racism that is prevalent in present British society.
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, ratio, and were coordinated to coincide with the early relaxation
phase of chest compressions (so-called 'CPR diastole'). The
compression force over the abdomen was standardized to
100±20 mmHg. CPR was considered to be successful if the
femoral arterial pulse was palpable and the systolic blood
pressure greater than 80 mmHg for longer than 3 minutes. The
outcome was recorded after resuscitation, and at discharge at
which time a detailed neurological assessment was also per-
formed. One hundred and three patients randomized to receive
either lAC-CPR or standard CPR were followed up to hospital
discharge and were evaluable for survival benefits.
Comparison of clinical characteristics (including age, sex,

initial arrest rhythm, baseline serum electrolytes and initial
arterial blood gas analysis) between the two groups revealed no
significant differences. The most common clinical diagnosis was
hypertension (43%). One hundred and thirty-three cardiac
arrests (98.5%) were witnessed by medical personnel. There
were no significant differences between the lAC-CPR and stan-
dard CPR groups when the mean dose of epinephrine and the
mean duration of resuscitation were compared. lAC-CPR
group had a significantly higher rate of ROSC than the standard
CPR group (51% v. 27%; p<0.007). Similarly, a greater
proportion of patients were alive at 24 hours (33% v. 14%;
p<0.02) and at hospital discharge (25% v. 7%; p<0.02) in
the lAC-CPR group than in the standard CPR group. Only 3
patients (6%) of the standard CPR group were discharged from
the hospital neurologically intact, as compared to 8 (17%) in the
lAC-CPR group. No abdominal trauma or other complications
were observed in the lAC-CPR group during follow up exami-
nation or at necropsy.
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COMMENT
Cardiopulmonary resuscitation allows the temporary
support of tissue oxygenation and circulation thus pre-
serving the viability of organs after cardiac arrest until
the return of spontaneous circulation. The technique,
described in various forms since AD 175, was refined in
1786, when sternal compression was initiated. Earlier it
was assumed that the blood flow during CPR occurred
due to direct compression of the heart between the
sternum and the spine. However, several workers'< sub-
sequently reported that the heart acts as a conduit and not
as a pump during this procedure. According to them, the
increased intrathoracic pressure or the change in intra-
thoracic pressure during manual extrinsic compression
forces blood from the thoracic vessels into the systemic
circulation. Understandably, these studies lack detailed
measurements of cardiac dimensions, flows, pressures
and dynamics during external cardiac massage.
Maier et al.3 after studies on anaesthetized dogs,

emphasized that with high momentum manual chest
massage, direct cardiac compression is considerable, and
increasing the rate of compression improves cardiac
output and maintains coronary blood flow. In low
momentum cardiac compression the thoracic pump effect
predominates.
There has also been continuing debate on the deter-

minants of the ROSC after cardiac arrest. Some studies+
revealed that a coronary perfusion pressure (CPP) of
15 mmHg or more was the strongest predictor of ROSC
while others have emphasized the importance of the
aortic diastolic pressure. 5
lAC-CPR is a recent concept based on the observation

that if diastolic blood flow is increased, the blood flow to
important organs is augmented. This has been shown in
electrical- as well as in animal models? of circulation. The
technique has also been found to increase CPP more than
if standard CPR is employed, in experimental animals as
well as in human subjectss-=a fact of considerable relevance
since, as has been discussed previously, CPP is thought to
be an important determinant of ROSe.
This study has been carefully planned and performed.

It explores the potential and relevance of lAC-CPR.
However, its strict exclusion criteria may not be applica-
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ble to patients who have cardiac arrest outside a hospital
or even in some who are admitted to hospital. In a few
of these patients who were excluded from the study,
lAC-CPR might have been detrimental. The authors
themselves point out that there are several deficiencies
in their study, the most prominent being that the chest
compression applied by the lAC-CPR team might have
been greater than necessary because they were trying out
a new procedure. Further there might be damage to the
abdominal organs, as well as vomiting and aspiration of
the abdominal contents into the lungs despite the authors
reassurance that these complications did not occur.
If this technique eventually does, after larger trials,

prove to be superior to the standard CPR technique in
salvaging patients who are neurologically intact, it will
save many lives.
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