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All this requires a multidisciplinary approach with the
childcare worker integrating the various aspects into a
developmental programme at the earliest opportunity, co-
ordinating with the therapists, medical and psychological
consultants as well as other social support groups. A
comprehensive assessment of the child's developmental
needs and an integrated intervention programme must be
instituted early to prevent secondary handicap.I'? Medical
practitioners hesitate to refer babies-at-risk of abnormal
neurological development for therapy. Why? With some, it
is because they want to wait-and-watch as some babies
improve without any treatment. However, a large number of
doctors are not aware of the fact that early intervention
minimizes the degree of primary handicap and of secondary
developmental handicaps. 10. II Ignorance of the evolutionary
patterns of cerebral palsy and a lack of awareness of various
measures likely to benefit the neurologically damaged child
remain the most important factors for not referring the child
to an early intervention centre. The primary care physician
or the paediatrician who happens to see high-risk babies may
be faced with so much sickness that he or she may attend

" solely to the 'disorder of the part', without paying attention
to the whole. In doing so, the physician is missing a great
opportunity to prevent any secondary developmental or
psychosocial problems as well as to help the child reach its
full potential.
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In his recent book The culture of contentment, I J.K. Galbraith,
the American political economist has described how
American society has changed from one in which the
'economically and socially fortunate' were a minority to one
in which they are a majority of those who vote. This group
has a vested interest in short-term and short-sighted policies
benefiting themselves, and are opposed to progressive social
and economic reforms intended to improve the lot of
the poorer groups which Galbraith terms the non-voting
'functional underclass'. Non-voting, because of disenchant-
ment with the political parties, because they are illegal
immigrants, or because of recent arrival in the country;
functional, because they provide the labour for the low-paid
jobs, avoided by the fortunate classes, which are essential to
the functioning of the economy. Galbraith foresees that a
failure to improve 'the present devastated position of the
socially assisted underclass has been identified as the most
serious social problem of the time, as it is also the greatest
threat to long-run peace and civility'. 2 In other words, await
the revolt of the underprivileged masses,

Unfortunately, this is not a problem confined to the

United States. A British government report 'Households
below average income 1979-1990-1'3 has shown a drop in
income in real terms of the bottom tenth of the population of
6%, while the average household income has risen by 35%.
The gap between the incomes of the top and bottom tenths of
employees is now wider than at any time since records began
in 1886. Christopher Huhne ," an economist, reviewing the
report says: 'With ever more of the poor always with us, we
will not seek to provide security as a public good; we will buy
burglar and car alarms, anti-theft radios, private picket
gates. ... We will drive from a night-watchman-protected
dormitory through ghettoes of the underclass to security-
coded office buildings. Shut out the world, we want to be
rich-whatever the cost.' Would it be too fanciful to suggest
that a widening gap between rich and poor in India could also
see this unpleasant scenario?

This is however only one aspect of 'The culture of content-
ment'. While the G7 group worries about unemployment,
the low-paid jobs in many western European countries,
notably Germany (with its Turkish gastarbeiter, victims of
vicious xenophobic attacks) and Switzerland, are filled by
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immigrants, legal and illegal. This situation could be a
foretaste of a mass migration, unstoppable by any acceptable
means, to the West from the increasingly impoverished
countries of Africa, the Middle East, and perhaps also from
the countries of the former USSR. What is to be done?
Cancellation of pauperizing debts would help; so would tact-
ful subsidies for improved education and family planning.

On 6 March 1993, The Lancet carried an important review!
of the properties of quinghaosu, the antimalarial drug redis-
covered in China in 1971. The active principle was extracted
from the medicinal herb quinghao (Artemisia annual or
sweet wormwood, which is widely distributed in Europe,
North America, India and Eastern Asia. Originally pre-
scribed in the ancient Chinese records for haemorrhoids, it
has been recommended for fevers since the publication of a
handbook in AD 345. The first description in English of
quinghaosu appeared in the Chinese Medical Journal in
1979.6 Since then much work has been done on quinghaosu,
or artemisin. A number of more potent compounds have
been made from artemisin-artemether, artesunate and
arteether. These compounds are concentrated in the
parasitized erythrocyte, stopping the development of the
parasite and preventing subsequent cyto-adherence. Clinically,
there have been no serious side-effects and the drugs have
been well tolerated by adults and children, though there
remain some reservations about their use in pregnancy. In
terms of fever and parasite clearance times the artemisin
derivatives act more quickly than conventional antimalarials,
but there has been a relapse rate of 49% after a 3-day course
of treatment. Artesunate can be given intramuscularly or
intravenously, while artemether can only be given intra-
muscularly. Arteether is yet to be evaluated. Oral treatment
is apparently possible but the dosage has not been worked
out. Artemisin suppositories are particularly valuable for
children or where parenteral treatment is not feasible.
Relapses can be reduced by a 5- to 7-day course. In spite of
some probable difficulties in persuading pharmaceutical
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firms to manufacture these drugs, it seems likely that they
will be available, under limited registration, within about
2 years. Concern however has been expressed about the
emergence of resistant strains if the drugs are misused;
already these agents are available without prescription in
some areas in Southeast Asia.

In spite of the brave new world of self-government trust
hospitals, a survey by the Labour Party, 7 on figures supplied
by the 14 Regional Health Authorities, has shown that the
number of people on waiting lists has risen from 992 324 at
the end of March 1993 to 1 004 883 at the end of April, a rise
of 1.3% in a month; the number of people on waiting lists in
1988 was 828000.

The British Medical Association evidently feels that they
should be taking a stronger line over the health service
reforms. In an unprecedented move they have just ejected
their Chairman, Dr Jeremy Lee-Potter, and replaced
him with Dr Sandy Macara, a more outspoken character.
Dr Macara is a consultant senior lecturer in public health at
the University of Bristol. 'What we need to do', he said, 'is to
encourage the government to stop and take stock of the
reforms. The current review of the National Health Service
presents an opportunity to do just that. '8
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JOHN BLACK

CERVICAL SMEARS FAILURE-THE INQUIRY
REPORTS
Readers of this column will remember the problems of the
Argyll and Clyde Health Board in Scotland' and the twenty
thousand cervical smears taken at Inverclyde Hospital from
1987 to early 1992 which needed to be re-assessed because of
inadequate quality control measures in a cytopathology
laboratory. The alarm caused by the controversy resulted in
an inquiry and its implications for other health boards in
Scotland.

With commendable speed Dr Euphemia McGoogan and
her colleagues-Nick Day, Professor of Public Health
at Cambridge, Leona Dorrian, an advocate (the Scottish
equivalent of a barrister), and Elizabeth Hudson, a consul-
tant cytopathologist from London-have produced their
report. Anyone hoping for a whitewash or a bland report will
be sorely disappointed.

The report? studied the outcome of the re-screening
exercise, the high false-negative rate of the 18497 smears
re-screened, the approach of the Argyll and Clyde Health


