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Letter from North America

The cost explosion continues to rock the foundations of the
health industry, provoking concern in both providers as well
as consumers. Expenditure in 1992 was $809 billion and costs
have been projected to double by the end of this decade.
Between 1980 and 1981, the average family income rose
by 88%, while health care costs rose by 147%.1
Physician services last year cost $165.5 billion while

hospital care costs were $313.9 billion. Government funded
Medicare (for those above 65 years of age) and Medicaid (for
the poor) costs are expected to double and triple respec-
tively. A few groups are working at solving the problems of
rising costs. State and local governments are also coming
together with community and business leaders. Thus, only
6% of the population of Rochester, New York, is uninsured
against a national average of 14%. Nationwide plans have
allowed for small businesses to pay similar rates for their
employees as the big ones. The Oregon plan in which
Medicaid funds were denied for services, such as bone
marrow transplantation in favour of increased health care for
the poor, is being viewed as a model for nationwide use. For
17 years, Hawaii has required employers to provide health
care insurance for all workers and now this is held by 98% of
its population.
Slowly, but surely the zero-sum budget game, competition

for the fixed government dollar has begun to pit doctor
against doctor and specialty against specialty. The primary
care physician who spends much more time in patient contact
has always been paid a pittance compared to ophthalmologists,
cardiologists or orthopaedic surgeons. About one-third of all
US physicians are in primary care-usually defined as family
medicine, general internal medicine and general paediatrics.
In other countries whose health care system US lawmakers
would like to emulate, 50% to 70% of doctors are in these
branches.
Primary care supply is believed to be the key to controlling

living costs. Physicians in this field are less costly and better
suited to meet basic health care needs than other doctors.
There is confusion regarding the approach to solving the
problem of maldistribution of physicians in the country as
well as re-distributing future production of physicians in
primary care and the specialties. There are currently 2000
federally designated shortage areas and the problem will
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worsen, according to family physicians and federal officials.
Fewer medical students are entering primary care. The
Association of American Medical Colleges reports that only
14.6% of 1992 medical school graduates say they want a
career in primary care compared with 23.6% in 1989. An
influx of foreign medical graduates into primary care has
recently offset the US graduates lack of interest, but foreign
medical graduates cannot apparently fill all the holes. Increas-
ingly, the National Resident Matching Program has provided
evidence that the largest number of unmatched positions for
first year residency slots is in the primary care specialties.
The most looming variable seems to be the predictable
changes in health care reform. For example, increasing pro-
jected payments to primary care physicians may encourage
recruitment and supply, and demand may shoot up if the over
35 million uninsured Americans get coverage, as many
policy-makers propose.?
The lack of a consistent national manpower policy is often

cited. A recent study concluded that while one segment of
the government pressures medical schools to train more
primary care doctors, another-the Department of Veteran
Affairs-directs billions of federal dollars for graduate
medical education to big hospitals that emphasize technology
and subspecialty care. A nation said to be 'awash with
specialists' may need to drastically reduce the number of US
medical graduates from around 16000 per year to 10 000.3
There are certainly many lessons still to be learned which

might be of benefit worldwide, especially in developing
countries where private enterprise flourishes, the numbers in
the middle class continue to grow, and health care insurance
is not an everyday reality. Medical advances along with high
technology will provide better care but, as is clear, at higher
and higher costs. And further, changes in manpower produc-
tion and utilization in the US will again attract and invite
foreign medical graduates into the system.

REFERENCES
I Hasson J. No simple cure for sick system. USA Today 1992 Oct 15:5A.
2 Page L. Primary care shortage? It's all in the eye of the beholder. Am Med News

1992 Sep 7: I.
3 Mcilrath S. Too many specialists? Am Med News 1992 Aug 17: I.

YVAN 1. DAS DORES SILVA

State Sector Health Expenditure: A Database-All India and
States. Ravi Duggal, Sunil Nandraj, Sahana Shetty. The
Foundation for Research in Community Health, Bombay,
1992. 242pp, price not stated.

Accurate data on the financing of health services is of
paramount importance as the analysis of this data enables the
planners to make efficient use of the resources available and
also to correct errors. This is especially important in develop-
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ing countries where resources are scarce and many sectors
compete for their allocation.
In the present volume, the authors have made valiant

efforts to compile the information available in government
records on the expenditure made by states on different
aspects of health care services including medical relief,
medical education and research, other systems of medicine,
family welfare and public health. This volume has been
classified in a series of tables, the first of which provides
an overview of revenue and capital expenditure by the
Department of Health for all of India and each state and
union territory separately. Expenditure has been entered
under the broad heads of medical, public health and family
welfare.
The second series of tables provides all-India and state-

wise details of expenditure on curative services and medical
education. The curative services have been subdivided into
hospitals and dispensaries, insurance, administration and
others. Medical education, training and research include
the expenditure incurred in the education and training of
doctors, nurses, health workers such as the multipurpose
workers, health assistants, supervisors, vaccinators, training
of auxiliary nurse midwives, health visitors, dais and other
staff connected with the family planning programmes. They
also include training of personnel belonging to the
Ayurveda, Unani and Siddha systems of medicine.
The third series of tables provides details on preventive

and promotive services, the major items being the disease
control programmes including malaria, tuberculosis, leprosy;
the maternal and child health services, the minimum needs
programme; rural and urban family planning services and
administrative expenses.
The fourth series of tables are on capital expenditure-the

purchase of equipment, construction of hospitals and dispen-
saries, medical colleges, the Employees State Insurance
Scheme (ESIS) and the Central Government Health Scheme
(CGHS) hospitals and supplies to the family programmes
and welfare centres.
The fifth series of tables details the revenue receipts from

various health programmes in the nature of fees and adminis-
trative charges for medical care and medical education,
service charges for laboratory and other diagnostic services,
premium contributions (ESIS/CGHS) and the sale of drugs
and contraceptives.
The sixth series of tables contains information on receipts,

revenue expenditure and capital expenditure under the
drinking water supply and sanitation programme, which,
although incurred by the Ministries of Rural and Urban
Development, are nonetheless included under the Public
Health Account.
A short analysis of the trends in expenditure in the health

sector since Independence has also been attempted. The
authors have concluded that the role of the private sector in
providing curative· services is greater than that of the public
sector. The public sector is, however, predominant in provid-
ing promotive and preventive health services in rural areas
and in providing inpatient hospital treatment. The rural-
urban bias of public health investment is exemplified by the
existence of 85% of government hospital beds in urban areas.
The total expenditure on the health sector has been very
low-approximately 1% of the Gross National Product
against the recommended 5% and the rural areas have been
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neglected as modern health care services have expanded
only in urban areas. Rural areas have only benefited by
the introduction of public health programmes. According
to the authors, the integration of the various health pro-
grammes at the primary health centres was done so that
family planning was given a central position. This negated
the successes of vertical health programmes and rural health
essentially became synonymous with family planning.
This analysis has, unfortunately, been rather superficial

and lacks a proper appreciation of the available data. For
instance, while I share the concern of the authors about the
lack of sophisticated curative health facilities in rural areas,
the impact of existing primary health care services in these
areas should not be underestimated. To state that the integ-
rated primary health care approach was adopted to give
family planning a central position only indicates a rather
cynical approach towards this subject, and is not borne out
by the facts. The role of the private sector in providing health
services has also not been properly appreciated. The essay
gives the impression that the private sector is in competition
with the public sector whereas the government sees them as
partners and collaborators in providing services to all. Given
the limited resources of the public sector this partnership in
health care delivery needs to be encouraged.
Nevertheless, the basic objective of the book was not to

analyse the expenditure made hitherto or to make policy
prescriptions. It was to compile information on health expen-
diture and this has been done admirably. Unfortunately, the
latest information given is for the year 1985, and thus a little
too old for any meaningful policy prescription.
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The achievements of the state of Kerala in public health and
population control have been widely praised but the lessons
have not been applied in other developing societies. The
failure to follow Kerala's lead may be due to a lack of infor-
mation about the inner workings of the state's health services,
and a feeling that the situation in Kerala is unique.
In 1984, Panikar and Somani published their authoritative

analysis of the Health Status of Kerala: The Paradox of
Economic Backwardness and Health Development and
showed how the present situation had arisen. Panikar and
Soman thought that the situation in Kerala constituted a 'low
mortality-high morbidity syndrome' (p. 146) though it was
never clear why they thought the morbidity in Kerala was so
high, particularly as they only had access to hospital statistics.
They concluded, in discussing morbidity, that 'meaningful
and accurate information on morbidity is not available. We
wonder to what extent and depth health planning can go
under such a set up' (p. 71).
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This new study sets out to remedy these deficiencies. The
objective was to provide a baseline of health data which could
be used in formulating health policy. The book is based upon
a survey carried out in 1987, by the Kerala Sastra Sahitya
Parishad (KSSP), a voluntary organization which has been
working in health care for the past sixteen years. Nearly
10 000 households were randomly selected from one ward of
each of the 1001 panchayats in Kerala. Each household was
classified according to its socio-economic status (SES)
and environmental status (ENS) using a number of well-
established criteria, and graded from 1 to 4 (4 being the most
advantaged group). The SES groups 1 and 2 ('poor', and
'somewhat poor') constituted 63% of the households, 29%
were 'not poor' (middle class) and 8% were 'better-off'. The
environmental classification turned out to be less discrimina-
tive, with only 5% in the lowest and 2% in the highest group.
Nevertheless some of the environmental data were important;
less than 4% of households had access to tap water (assumed
here to be safe but not necessarily so if the water treatment
system is not efficient); 7% had no safe supply of drinking
water; 66% had no safe sanitary facilities and 70% 'threw
away' their solid wastes (presumably onto open ground and
had no access to a regular collecting and disposal service),
though 21% of the households either burned it or converted
it into manure. Unfortunately, the data on food intake were
found to be unreliable, which is a pity in view of the discus-
sion about the adequacy or otherwise of the diet of Keralites.
An analysis of death rates showed a high rate for heart

attack (60.7 per 1(0000) compared with the Registrar
General's figure (1985) of 27.8 for India; one wonders
whether these figures can really be compared. Suicides
accounted for one-quarter of all deaths in the 15-24 years age
group, which is 70% of the suicides at all ages. The crude
suicide rate for the state is 17.3 per 100 000, higher than in
the United States (12 per 100 000). In contrast, developed
countries have a suicide rate which increases with age. The
authors wondered whether the high suicide rate in young
adults was linked to the fact that Kerala has one of the highest
rates of educated unemployed in the world.
In discussing morbidity, the authors defined it as any acute

illness (sickness or injury restricting normal activity) occurring
in the 2 weeks before the interview. They found a trebling of
the morbidity rate in Kerala between the National Sample
Survey (NSS) of 1974 and their own study in 1987. Again, are
these strictly comparable data? More interesting is the fact
that even in 1974 the NSS data showed Kerala to have a
morbidity rate more than three times (71.21 per 1000) that of
the all India figure (22.46), with Tamil Nadu the next highest
(33.99) and Bihar the lowest (10.16). The explanation is that
the 'perception factor' has changed with the increase in
education and literacy; it is also reasonable to assume that by
1974, Kerala had an increased 'perception factor' compared
to the other states, or is there an 'apathy' or 'tolerance factor'
associated with extreme poverty? In acute disease, there was
the expected gradient according to the SES classification and
a similar gradient for handicap and chronic disease.
In the chapter on Maternal and Child Health, it is noted

that 76% of all births in 1986 had taken place in government
or private hospitals. Relatively more Caesarean sections
occurred in private hospital deliveries, the incidence increas-
ing with rising SES grading.
The most interesting chapter discusses the health care

39

system in Kerala, and its utilization. Most of the primary
health centres (PHC) are in the rural areas but 17% of the
respondents did not know where their nearest PHC was, and
only 39% of all SES classes actually used them. The reasons
for non-use were: too far away (21%), lack of confidence in
the service provided (15%), non-availability of medicines
(12%), lack of propertreatment (10%), and non-availability
of a doctor (7%). In addition, only 17% of households
claimed to have been visited by a member of a PHC.
These are serious criticisms of the PHCs and the health

care system in general; they may explain the rapid expansion
of the private sector particularly in the rural areas. In the
western medicine (allopathic) sector half the doctors and
slightly more than half the beds are in the rural areas. The
lowest income group spent the highest proportion of their
income (14%) on medical care, from the private sector, com-
pared to 4% in the highest income group. In the two poorest
groups, most of the expense of medical care went on doctors'
fees and travel rather than on the purchase of medicines.
The authors concede that in terms of coverage by govern-

ment health care facilities, Kerala is outstanding compared to
the rest of India, but the quality of service needs to be
improved. It is clearly uneconomic to have an excellent
distribution of PHCs (and sub-centres) if they are not
adequately used. Suggested areas for improvement are:
adequate provision of paramedical staff, adequate supplies
of medicines at PHCs and other medical institutions, and a
better attitude by staff. Surprisingly, the authors are in
favour of a nominal pricing system for health care services,
with a 'competitive' (with the private sector) pricing for the
non-poor. Whether a nominal pricing system would generate
adequate income to fund improvements in the service is
extremely doubtful, and it might even be counterproductive
and discourage attendance.
On the socio-economic aspects of health, the authors take

the view that public health measures, such as the provision
of safe water supply and adequate sanitation, are of greater
importance in improving the standard of health of the
community than any improvements in curative medicine.
Much of the disease and disability is related to poverty, and
it is concluded that 'relative disparities of health care remain
because of the existence of relative disparities of wealth. It
follows that relative disparities in health will disappear only
with the ushering in of an egalitarian society.' An 'employ-
ment-oriented growth strategy' is suggested; unemployment
is certainly very high in Kerala and is a potential destabilizing
factor, both socially and politically.
The least convincing aspect of this survey relates to

morbidity-its importance, its causes, and the responses
needed to reduce it. The authors believe that the high rate of
morbidity in Kerala is a manifestation of its 'continued
economic backwardness and the poverty of the masses'. In
view of their discussion on the 'perception factor' a more
likely explanation is that the high standards of education and
literacy in Kerala have made Keralites more aware of illness
and more vocal in demanding appropriate health services. As
with Panikar and Soman's study, the data on morbidity from
this new study remain an unconvincing basis for formulating
health policy.
The authors and the voluntary workers of the KSSP are to

be congratulated on a remarkable piece of work in a very
difficult field. One can only echo their plea for the systematic
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collection of health statistics as an essential tool for health
careplanning: they have shown that it can be done.
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Preventive Cardiology. An Introduction. Edited by H. S. Wasir.
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Developing countries in epidemiological transition carry a
double burden of infectious diseases and malnutrition, a
legacy of the past, as well as a rising incidence of chronic
'degenerative' diseases such as coronary heart disease,
hypertension and stroke. The understanding of some of the
determinants of a rise in cardiovascular disease has been a
major scientific advance which now provides mankind with
the tools for its prevention. These have already been applied
successfully in several high-income countries. This experi-
ence gives India and many other developing countries a
unique opportunity to avoid these diseases as living standards
increase.
This multi-author book edited by H. S. Wasir is designed

to address this unique opportunity. There are 30 chapters in
which each of the risk factors for cardiovascular disease
including diet, physical activity, smoking, alcohol and
psychosocial stress are reviewed by practising cardiologists.
The deficiencies in our knowledge of the changing trends in
cardiovascular disease in India are identified. Although
overstatement is the rule in works of this type, this book
does not suffer from such a malady. The reviews of the
current state of knowledge are fair and yet the entire work is
driven by the conviction that public health policy cannot wait
until all the questions are answered and until there is absolute
proof of absolute good. Nor can one wait and adopt a sequen-
tial approach to deal with the burden of infectious disease
and malnutrition first and then tackle chronic degenerative
diseases with the onset of affluence. By then it would be very
late. There is a refreshing attempt made to link current
knowledge with the thoughts expressed in ancient works, in
particular the Vedic system of medicine.
In the chapter on rheumatic fever and rheumatic heart

disease the important point made is that the availability of a
technological solution does not necessarily lead to its applica-
tion in the varied socio-economic milieu of developing
countries. The cost -effectiveness of primary prophylaxis, the
need for methods to rapidly identify streptococcal sore throats,
the use of clinical scores and idemification of genetically
susceptible individuals are well discussed. The chapter stresses
that the transition from streptococcal infection to acute
rheumatic fever is the critical step that needs to be prevented.
Non-drug methods for controlling hypertension are

advocated-relaxation, biofeedback and meditation are
suggested for mild hypertension. The evidence for increased
physical activity lowering the risk of coronary heart disease is
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well presented. Behavioural treatment strategies including
relaxation techniques, it is said, may improve adherence to
the components of secondary prevention. In chapter 11, the
authors rightly conclude that for a community, advocating a
modest alcohol intake as a useful lifestyle modification can-
not be supported. Again in chapter 18, firm advice is given
that those with manifest coronary heart disease must stop
alcohol or decrease it to minimal levels and that there is no
justification for prescribing moderate alcohol consumption
as a mode of secondary prevention. The cardiovascular
effects of physical exercise, alcohol and smoking are also well
reviewed and should provide a basis for preventive policy.
The chronic effects of smoking in accelerating atheroscle-

rosis and its multiple adverse effects during acute ischaemic
syndromes are presented. Effects on the abdominal aorta
and the iliofemoral systems are particularly mentioned.
Emphasis is laid on the beneficial effects of stopping self-

destructive behaviour. For example, the relative risk of
smoking and alcohol normalizes within two years of stopping
both. The risk of fatal or non-fatal coronary disease is also
rapidly reduced to nearly 50% on cessation of smoking
within the first year.
There are other important messages that come through

clearly in this work which are relevant to India and other
developing countries. 1 A healthy conservatism pervades the
entire text. For example, in chapter 13 on the treatment of
hypercholesterolaemia, the authors conclude: 'reduction of
blood cholesterol by drugs has not shown a significant reduc-
tion in overall mortality'-a conclusion reinforced by more
recent evidence summarized by Oliver. There is a chapter on
regression of atherosclerosis by S. C. Manchanda, again a
topic which finds further confirmation by more recent
advances. There are two chapters on psychological approaches
to secondary prevention of coronary heart disease and
to rehabilitation of patients who have had a myocardial
infarction.
R. Agarwal and S. Shrivastava emphasize that preventive

practices must be taught in childhood. The causal relation-
ships between early life experiences and adult cardiovascular
disease are presently under intensive study. Does poverty in
childhood followed by affluence later constitute a risk factor
for increased cardiovascular disease? Are there maternal and
foetal origins of cardiovascular disease as David Barker's
work suggests'<
Srinath Reddy writes that the challenge of prevention of

cardiovascular disease must be pre-empted. The gains of
prevention may be anonymous but its effects will be far
reaching. In many countries the medical profession has
access to the seats of power, with a special opportunity to
make policy-makers conscious of the imperatives of preven-
tion. Public understanding of the issues involved will
enhance implementation of public policy. Scientists have a
role to play not only in generating new knowledge but also in
the application of that knowledge. There is an important role
that physicians can play in inducing change. The whole
revolution of the medical and health care systems has tended
to separate preventive from curative activities and care of
individuals from care of communities. We need to reintegrate
them. By virtue of their position in society and still largely
respected in Third World countries, physicians can play an
important role in triggering the interest and involvement of
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politicians and the public alike in the prevention of cardio-
vascular disease.
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It is commonly believed that the half-life of scientific
knowledge is five years or less and during this time a person
becomes roughly half as competent for a job for which his or
her initial training was intended. This applies especially to
medical science. Thus, doctors constantly need to update
their knowledge. Unfortunately in India rehabilitation
services are ill-developed and there is little emphasis on
rehabilitation medicine in undergraduate and postgraduate
education. There are only 4 journals on physical medicine
and rehabilitation which are published in India. The foreign
journals are too costly and, therefore, the recent advances in
this specialty are not available to the practitioner of physiatry
in this country.
The book under review is a welcome addition to the publi-

cations in this field. It contains the important clinical
advances that have been reported since 1980. The wide range
of subjects covered include injuries to the spinal cord and
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brain and those as a result of sports, the institution of
rehabilitation during intensive care and geriatric rehabilita-
tion. There are two chapters on the 'post-polio syndrome'
which will be of great interest to readers in India. There is
also a chapter on assistive devices, orthotics and prosthetics
which provides a succinct review of the advances made in the
last decade. Some of these devices may be useful in develop-
ing countries. There is not much new information in the
chapter on 'decubiti'. However, sexuality and rehabilita-
tion strategies for physically disabled adults and children
is an important chapter which will help physicians to
understand contemporary sexual attitudes and behaviour
and their application in the management of the sexual
problems of the disabled. The difficult subjects of rehabili-
tation of those with developmental disabilities and the
potential of the central nervous system to compensate for and
to partially restore function are dealt with in a simple and
lucid manner. Functional electrical stimulation is described
in detail. The chapters on visual impairment and the epide-
miology of rehabilitation also provide useful information.
All the authors of the individual chapters in this book have

a special interest in and have made contributions to the
understanding of the subjects that they have discussed.
Although these are designed to meet the needs of physiatrists
in the USA and Latin America, this book will also prove to
be of great value to those working in India. However, those
who want an indepth knowledge of various advances in this
field will find it a little superficial, as it only summarizes
recent advances. The printing and illustrations are good and
the cover page is particularly attractive. I hope the World
Health Organization will subsidize its cost to make it avail-
able at a reasonable price to physiatrists in the developing
world. This publication has filled a great void in the current
knowledge on physical medicine and rehabilitation.
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