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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 3.11100 000
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
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health care fraud has risen again. In a major 'sting' called
'Operation Goldpill', 150 FBI agents arrested more than 100
people and seized more than $6 million in drugs and cash.
Most of those arrested were pharmacists who allegedly sold
drugs to Medicaid patients, bought them back at a fraction of
their real price and resold them to other patients. One FBI
official estimates that fraud ranges from 3% to 10% of the
total health care budget-between $24 and $80 billion from a
total of an $800 billion expenditure. The role of physicians
in dealing with fraud is not clearly defined. They were often
uncertain about how to report it; the American Medical
Association (AMA) has a network of medical county and
state societies that could be used to identify cases and bring
them to the attention of authorities. One estimate of physician
involvement puts it to be 1% of the criminally fraudulent
activity. Considering that there are about 600 000 practising
doctors in the USA this is a fairly large number. However,
most believe that doctors are less likely than other health
care providers to be directly involved in such schemes.
Encouraging physicians to report illegal activity is vital to the
FBI's success. Though officials will not divulge the specific
type of cases being pursued they admit to using every
technique, including undercover operations, consensual
monitoring and electronic surveillance.' .

Reports oflarge-scale fraudulent activity are increasing. In
1991, a $1 billion rip-off was carried out by thieves operating
on mobile clinics. These clinics offered patients free tests and
examinations, then used insurance information to generate a
huge number of fake bills. In New York City, a doctor billed
Medicaid for $50 000 worth of laboratory tests for a single
patient. Under the guise of circumventing bureaucracy,
innumerable small crimes are committed in laboratories,
doctors' offices and hospitals. Some doctors and dentists give
their patients inflated bills in exchange for higher than
normal fees. Patients get a kickback in the form of bigger
insurance refunds. In a survey by one large insurance
company, 4 out of 10 consumers said their doctors had
cheated insurance companies. Conflict of interest situations
contribute to much waste. A study released in August 1991,
reported that Florida doctors owned 93% of the radiation
therapy centres, 60% of the clinical laboratories and 38% of
the physical therapy and rehabilitation centres. The number
of magnetic resonance imaging scanners and laboratory tests
ordered in Miami are twice those ordered in Baltimore-
where very few doctors own such facilities.?

In an ever-changing spectrum of health care delivery and
facilities, federal officials are looking closely at the sale of
physician practices to hospitals. The question of 'fair market
value' has been addressed by a comprehensive government
definition of what is permissible for practice sales. Seeking
more efficient health care delivery, hospitals and founda-
tions. usually purchase physicians' practices with large
upfront payments that can total hundreds of thousands of
dollars. These physicians then become employees of the
organization, or contract to provide services to patients. Any
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amount paid in excess of the fair market value of the hard
assets of a physician practice is deemed questionable.
However, intangible assets such as the reputation of the
physician, and 'goodwill' can vitally affect the practice, and
arguably the price. Clearly, financial incentives can affect a
doctor's medical judgment and according to one official
communication, 'many of these arrangements are merely
sophisticated disguises to share the profits of business at a
hospital with referring physicians, in order to induce the
physician to steer referrals to the hospital'. It has been
suggested that the Inland Revenue Service study physicians
referral patterns after purchase agreements to determine
whether sellers become increasingly 'loyal' to the hospital. 3

The latest legislative attention to doctors' charging
practices is now here in the form of a bill entitled the National
Health Care Anti-Fraud and Abuse Act of 1993. The intent
is to establish a national programme to control health fraud
and abuse. The bill was drafted in part as a response to the
US Government's General Accounting Office health fraud
investigation. The estimate was that abuse made up roughly
10% of the country's annual health tab of more than $800
billion. Doctors now file claims under as many as 600
provider numbers. The maze of paper work associated with
the process leads to frequent unintentional billing errors.
There is general agreement that large-scale fraud is able
to flourish under this type of system, making it virtually,
impossible to track a single abuser's activities. When
defrauders get caught by one insurer, they continue billing
others. A recent landmark case was cited during hearings on
the bill. A major private insurance company spent $1 million
in suing an abuser, 'won' an $18 million verdict, but was able
to collect nothing. The bill has the potential of rooting out
fraudulent practitioners but it must be fair to those who
might make billing errors, according to an AMA official. 4

The legislator proposing the bill says 'we aren't going to do it
unless the docs go along with it. It can't happen without
them'. Given the complexity of the entire process, the
specifics of the bill, which range from application to all
payers-public and private, data-sharing between law
enforcement agencies and the payers, mandates to publish
adverse actions against offenders and set both criminal and
civil monetary penalties, all point to the need for careful
design and stringent enforcement.

This is clearly one of the many issues coming to the fore
in health care reform as the country awaits the Clinton
administration's somewhat tardy proposals to clean the
current mess.
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