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be of great value not only to the editors of the journals being
discussed but the other participants as well.

The judges felt that institutional journals such as the Bulletin
of the Postgraduate Institute of Medical Education and
Research and Health and Population: Perspectives and Issues
were perhaps still in search of a role as the faculty of these
institutions, for perfectly valid reasons, sent their papers to
journals with a higher visibility and impact. They regretted that
journals such as the Journal of Communicable Diseases were
having major difficulties with financial support although they
contained good science. Dr Smith said that a survey had
shown that the original articles were among the least read
parts of a journal. To sustain reader interest other sections
were necessary and he was pleased to see that even some
specialty journals such as the Journal of Anaesthesiology and
Clinical Pharmacology had started sections on 'Practical
anaesthesia' , 'Management' and 'From the literature'.
Similar steps had also been taken recently by the Indian
Journal of Physiology and Pharmacology and Tropical
Gastroenterology.

Financing was a problem that troubled all the editors and
this came up time and again for discussion. Some journals
sustained themselves on society membership subscriptions,
while others, although subsidized by institutions, still relied a
lot on advertising. The judges felt that some journals were in
fact doing too well on advertising, because they seemed to be
mainly a means for stringing advertisements together. The
ethics of. advertising products of doubtful value was also
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discussed and although some editors felt that those which
made extravagant, claims should be rejected most said that
they accepted all the advertisements offered. There were
other recommendations-the table of contents should not
be hidden away between advertisements but displayed
prominently· on the front or the back cover, and the typeface
of the abstracts should be large enough to be easily readable.
The editors learned from Dr Puri, the editor of Indian
Pediatrics that it was also possible to post journals at Rs 0.30
a copy provided this was done regularly on a particular day of
the month.

At the end of the session the gradings were compiled. The
National Medical Journal of India scored the highest marks,
but being the host journal, it relinquished the prize of books
donated by the Oxford University. Press in favour of the
journal placed second-Indian Pediatrics.
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These last few months have seen a number of apparently
unrelated computer disasters. There was the £60 million
failure of the hospital computer scheme in the Wessex
Region, in which not only did the project fail but there were
accusations of lobbying by interested parties for the tender.
Then there was the London Ambulance Service computer
fiasco in which a system for dealing with calls was installed
without a trial and with inadequate professional advice. As a
result there were excessively long delays in answering
emergency calls, and some calls were 'lost'. Most recently we
have seen the failure of the London Stock Exchange 'Taurus'
computer which was intended to replace share certificates by
electronic records. After costing many millions of pounds
over a number of years the scheme was abandoned. I said
'apparently unrelated', but is this really so? Computers
have been accorded a god-like status in the belief that they
can solve all problems, and every other male person under
40 years seems to be a computer programmer. Do they all
know what they are doing, and are all the computer firms
honest and competent? One wonders.

A bizarre episode occurred recently in which two doctors
were arrested by the fraud squad.' The doctors had decided
to test the proposition that there was a bias against applicants
with Asian names in the shortlisting procedure for' Senior
House Officer posts. Forty-six applications were sent for
23 posts in otolaryngology, paediatrics, general surgery and
geriatric medicine. Matched pairs of applications were sent
for each post, one with an English and the other with an
Asian name. The medical school (British in every case) and
details of secondary education were randomly changed but
apart from this and the names of the 'candidate' the paired
applications were identical. Applicants with English names
were twice as likely to be shortlisted compared to those with
Asian names. When 'applicants' were short listed the authors
cancelled the interview. The deception was only discovered
by an unusually alert personnel department which wrote to
the non-existent referees before the shortlist was made. The
police were then informed and the authors were arrested, but
later released without prosecution. The General Medical
Council is at present considering whether to take action. The
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paper was submitted to the British Medical Journal which,
after some delay, published it with a short supportive article
by the Editor.? My own experience confirms that this sort of
discrimination does occur. On one occasion I was rung up by
a personnel officer to let me know that I would be receiving
applications for shortlisting, at the same time he added that
the applications from those with foreign names would not be
sent 'as I don't suppose you want to see them'. I insisted on
seeing all the applications and warned the personnel officer
that I would inform the Commission for Racial Equality if
this happened again.

Two recent papers have examined the changing incidence of
Type I (insulin dependent) diabetes in the Asian population
of Bradford! and Leicester' respectively. Previously attention
has been focused on the incidence of Type II (non-insulin
dependent) diabetes in the Asian communities in Britain.
Though there is a genetic component in Type I diabetes,
it is much weaker than in Type II diabetes, and additional,
probably environmental, factors have been sought to explain
its development. The first paper studied the changing
incidence of Type I diabetes in the Asian population in
Bradford in West Yorkshire. The Asian community in
Bradford originates largely from Pakistan, which is believed
to have a low incidence of Type I diabetes in common with
other countries of the Indian subcontinent. At the beginning
of the study, in the years 1978-81, only three cases of
diabetes were identified in children under 17 years of Asian
origin and born in the UK, giving an incidence of 3.11100000
per year compared to one of 11.8/100 000 per year for
non-Asian children for the same period. In the last 3 years
(1988--90) of the study the annual incidence of diabetes in the
Asian children was 11.7/100 000 and for non-Asian children
121100000. The authors considered two factors which might
be responsible for the rising incidence of diabetes in Asian
children. A change in diet towards the indigenous British diet
was considered unlikely but exposure to infective agents
common in the UK but rare on the Indian subcontinent was
thought to be the most likely explanation. There are, how-
ever, two difficulties about this explanation: first, why was
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there not an explosive increase in the incidence of diabetes
in the first generation of the UK-born children, and why did
it take from 1978 until 1987 for the Asian figures to approxi-
mate to the non-Asian figures? And secondly, there is a
well-documented rising incidence of Type I diabetes in the
UK as a whole (though this was not apparent in the Bradford
survey), and there is no evidence that there has been any
change in the experience of infection (particularly viral
infections) of children in the UK.

The second paper, based upon a previous study showing a
rising incidence and prevalence of Type I diabetes in Leicester, 5

examined the social and cultural differences between diabetic
and non-diabetic Indian children «15 years). The diabetic
children were more likely to belong to 'anglicized' families;
by this the authors meant that affected families compared to
families without a diabetic child were more likely to live in
detached or semi-detached houses, to live in areas with few
other Indian families and to have adopted an English type of
diet. Both papers are looking at the same phenomenon, but
have reached different conclusions. There is room for a more
extensive study in the UK matched with a parallel investiga-
tion of the prevalence of Type I diabetes in the area from
which migration has taken place; this should not prove too
difficult since it is well known that migrant populations from
the Indian subcontinent tend to come from fairly circum-
scribed areas and settle in the same parts of the UK.
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HEALTH CARE FRAUD
Any discussion on physician fraud is unpopular, especially
among physicians. Try talking about it in a hospital dining
room or a scientific meeting and you will soon lose your
audience. That is because doctors and hospitals work on an
honour system. Even though the Hippocratic oath is not
taken by all graduating doctors, it remains etched in most
minds as the standard to uphold in the practice of medicine.
Who would dare question the amorality of robbing the poor,
the sick and the compromised, especially since the cost of
health care remains prohibitive and unaffordable for the
pockets, even ofthe rich?

However, it seems that some health care workers including
doctors do not feel guilty about cheating the government as
well as the faceless insurance companies. Getting caught is
unlikely and being made to repay the ill-gotten gains is, more
often than not, impossible. The Federal Bureau of
Investigation (FBI) developed a health fraud investigation
group in the early 1970s, but in the 1980s its activities were
overshadowed by other white-collar crimes dealing with
drugs and fraud in the savings and loan industries. At the
start of the 199Os, because of the enormous impact that
health care costs have had on the whole economy, and
because of the pressure for health care reform, the spectre of


