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Public Hospitals in Developing Countries: Resource Use,
Cost, Financing. Howard Barnum, Joseph Kutzin. The
World Bank and The Johns Hopkins University Press,
Baltimore, 1993.335 pp, price not mentioned.

This economic analysis of public hospitals from Bangladesh
to Zimbabwe is welcome although it is unfortunate that India
and Pakistan have not been studied-the only reference to
India is of the study by P. N. Ghei on how 65 hospitals in and
around Delhi influenced the full range of primary health care
activities (p. 274).
The foreword emphasizes that since hospitals account for

a large share of health expenditure, their improved efficiency
would yield major benefits for the entire public health sector.
It also points out that strong hospitals at the first referral level
are important to the success of the three-tier system. 'By
ensuring that hospitals provide appropriate support to the
primary care level and that they are well integrated into
national health systems, their effectiveness can be much
enhanced. This is of vital importance in this era of worldwide
fiscal constraints' (p. vii).
The book concerns itself with the allocation of funds

between 'hospitals' and 'non-hospital alternatives', 'the
internal efficiency of hospital operations' and 'effective and
equitable cost-recovery policies' (p. 1).
While specifying that attempts have been made to study

hospital care irrespective of whether it is delivered by
governmental or private providers, the authors observe:
'Information on private sector hospitals is difficult to obtain
because very few countries have any system of regular
reporting to a central authority on the details of private
sector hospital operations' (p. 3). The authorities in India
would do well to implement this suggestion.

Usage of scarce resources
In the 29 countries studied, 50% to 80% of available
resources for public health were spent on hospitals. Brazil led
with 85% (in 1982) followed by Malawi with 81% (1985-86),
and Jordan with 75% (1987). (Most of these studies were
done between 1970 and 1989 and one wonders why more
recent figures were not used.)
In many countries tertiary hospitals receive a larger share

of resources in terms of money and skilled personnel than do
district hospitals. 'One surprising result is the lack of a clear
inverse correlation between the hospital share of resources
and success in achieving primary health care objectives.'
(p. 5). Sri Lanka and China are two examples where although
60% of the budget is utilized by hospitals, their involvement
has ensured success in primary health care programmes. This
is also true of the Indian states of Kerala, Tamil Nadu and
Karnataka.

Why are primary centres ineffective?
Low turnover and occupancy rates at primary and secondary
centres are often attributable to the poor quality of services,
insufficient drugs and lack of skilled staff. These and other
factors need urgent correction if we are to retain dedicated

individuals in these centres. The personnel must be com-
pensated in such a manner that the attractions of a big city,
private practice and modern technology are effectively
countered. They should, in particular, be provided training
and resources to deliver high quality services in obstetrics,
infant and child care, laboratory medicine, radiology and
surgery. 'Perceived service quality as measured by a physician's
availability is a key determinant of the level of ... usage (of
facilities) .. .' (p. 98).
Weak and ineffective primary health centres and district

hospitals compel the rural sick to seek help in tertiary care
centres with consequent inefficiency, wastage and misuse of
resources. A similar waste occurs when these tertiary centres
are used to treat ailments that could well be cared for in
dispensaries and when adults and the aged make a dispropor-
tionate use of their facilities. 'This phenomenon will occur as
long as nothing is done to alter the perception of the quality
of services available in basic facilities' (p. 105).
Effective primary health centres can ensure safe child-

birth, prevent and treat most childhood ailments, protect the
populace from common tropical diseases and provide initial
care for victims of accidents.
To strengthen the primary care units and the entire referral

system, district hospitals must be involved in primary care by
undertaking training programmes and providing credible
diagnostic and therapeutic facilities. Outreach programmes
are being carried out successfully in India by the Christian
Medical College, Vellore; National Institute of Mental
Health and Neurological Sciences, Bangalore and other
tertiary institutions. District hospitals can take over manage-
ment of patients requiring complex indoor therapy and
surgery.
We can then reserve the expensive tertiary care centres for

those in need of them. Such patients can be returned to the
less expensive primary centres for convalescence, further
reducing expenses.
Bamum and Kutzin also emphasize the need to improve

transport and communication between the three segments-
primary, secondary and tertiary-of the health sector. The
organization of a referral system will have to be preceded
by a survey of existing referral patterns and classification of
patients treated at primary centres, district hospitals and
tertiary centres according to their diseases. Facilities for
prevention, diagnosis and treatment at each centre and the
distance travelled by a patient to each location for treatment
also need to be studied. It may be necessary to involve in this
experienced health planners, epidemiologists, doctors,
nurses, economists and sociologists (pp. 262-9).
It is only when such a bi-directional system is operational

will the practice of self-referral and catapulting over primary
centres and district hospitals be stopped.

Urban medicine: Too many doctors, too much
hi-tech medicine
Figure 2-3 (p. 18) shows that countries with a larger number
of doctors per 1000 population tend to have more hospitals,
mainly in the cities. Doctors with a 'western' training insist



190

on high technology and ignore the health needs of the popu-
lation at large. They concentrate on the care of adults,
especially those with chronic disease because they generate
large incomes.
Some suggestions made here for improved efficiency in

hospitals have been discussed in India but deserve closer
attention. These are:

1. Tertiary centres should be used only to treat ailments that
cannot be treated satisfactorily at dispensaries and smal-
ler hospitals.

2. Trained managers may prove more efficient and less
expensive than physicians.

3. Nurses should be used more widely to monitor patients,
provide obstetric care and look after the injured. This will
reduce the need for (the more expensive) physicians.

4. Clerks should carry out the tasks at present done by
nurses such as maintaining records, transferring informa-
tion from one document to another, preparing indents
and ensuring adequate ward stocks.

5. The medical curriculum should be oriented towards
primary health care with less emphasis on complex and
expensive tests 'and treatment. Medical students should
spend more time in district hospitals and outreach prog-
rammes.

6. Much can be gained by efficient scheduling of diagnostic
and therapeutic care so that inpatient stay is minimized.
This in turn means that available equipment must function
optimally and be used efficiently; other supplies (such as
X-ray films, reagents, antisera and drugs) are always
available and provision made for such eventualities as
staff absence through illness and leave.

7. Barnum and Kutzin also address the question of
'technological inefficiency' (p. 108). By this they refer to
the assignment of staff to duties that are too narrowly
defined. X-ray technicians in six district hospitals in
Malawi were used for only about half the time in their
specialty. They could not be used elsewhere for the
remaining time because they were unwilling or lacked
requisite qualifications. Broadening the role of lower-
level staff will reduce such instances of 'staff-inflexibility'
and improve productivity. Theft, bribery, fraud, extra-
vagant prescribing (a more expensive drug being
prescribed when similar results could have been obtained
from a cheaper generic preparation), overprescribing
(too large a dose, too long a period, too many drugs) and
incorrect prescribing are also discussed here.

8. Equipment should be obtained (by purchase or as
donations) only after ensuring that there are facilities for
servicing and repair and that spares are available.
'Maintenance as a share of total recurrent expenditures is
often budgeted at less than 4% of annual recurrent costs
... (when) the desirable level ... is between 10% and
15%' (p. 113). The pruning of allocations for maintenance
whenever there is a shortfall in funds is shortsighted and,
in the long run, detrimental to the efficient functioning of
the hospital. In Brazil, in the early 1980s, equipment
worth between two and three billion US dollars was not
working because of inadequate service, lack of spare parts
or simply a failure to install the equipment (p. 274).

Generating funds
'The impetus for adopting alternative financing policies in
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hospitals comes from the difficulty in mobilizing sufficient
funds for the health sector from public general revenues
alone and the inefficiency and inequity of using public
funds .. .' (p. 143).
Hospitals must be allowed to raise and retain revenues

to improve the quality and quantity of services and ensure
efficiency and equity (p. 150). Such alternative sources of
funds buffer the hospitals against shortfalls from governmental
funding in times of scarcity. In Jamaica, for example, such
revenue enabled hospital administrators to undertake
emergency maintenance of building and equipment which
was overdue for several years (p. 220).
Recovery of costs from patients is one way of promoting

efficiency provided the fees are linked to the ability to pay
and the quality of services. Fees can have adverse effects on
equity by impeding the access of the poor to needed services
(p. 152).
Some guidelines are offered:

1. The levying of fees and their usage should be an adminis-
trative decision and not apolitical one. Fee levels can be
pegged to price indices (p. 254). The structure of fees
should be simple.

2. Fees should be consistent with ability to pay and should
not prevent essential access to health care.

3. Used in conjunction with an effective referral system, fees
should ensure that services at upper referral levels are
not misused. Patients seeking direct access to expensive
tertiary care services can be assessed as demanding luxury
and be charged as such (p. 154).

4. Fees should be subsidized or waived for services that have
important benefits to the rest of society. The treatment of
patients with open tuberculosis is an example.

Two disputable conclusions
'The share of government health resources going to hospitals
is a rough indicator of the structure and emphasis within the
health sector. A relatively low share suggests an emphasis on
primary health care and concern with ... rural populations
and a high share suggests an emphasis on curative care and
concern with urban health.' (p. 11). This statement is rightly
qualified by expressing a concern on the total resources
flowing to the health sector. Not enough emphasis is placed
on the need to monitor the usage of resources and ensure that
value in terms of effective health care is obtained for every
rupee spent in primary, secondary and tertiary care centres.
Here, as in the subsequent report,' we come across a plea

for the reallocation of funds away from tertiary care centres
to lower-level facilities. As has been pointed out by George-
and Pandya, 3 the question is not one of reallocating resources
as of increasing allocation to the health care sector as a whole
and ensuring that each of its three components (primary,
secondary and tertiary) uses their funds effectively. Nine of
sixteen countries show a reduction in allocation (Table 2-2,
p. 20), the average annual change in allocation of funds to
hospitals varying from an increase of 6.6% (Philiippines in
1985) to a decrease of6.2% (The Gambia in 1985-86). When
one plots these variations against the rate of inflation in these
countries it is obvious that there has been an effective
reduction in allocation. This despite the fact that we are
ignoring the need for funds to cater to the increase in popula-
tion each year.
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Summing up
This book is laden with facts that deserve wide circulation.
There is a lot to be learnt and much to think about. It provides
a model on 'which we should base collection and analysis of
data. It is necessary to critically evaluate each of our centres
at the primary health care, district hospital and tertiary
care levels. We should shut down those centres which are
unnecessary or hopelessly inefficient and strengthen the others.
Rational policies based on data carefully and honestly
acquired will help improve our presently inadequate health
services.
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Local Immunity in Reproductive Tract Tissues. P. D. Griffin,
P. M. Johnson (eds). Oxford University Press, New Delhi,
1993.596 pp, Rs 1950.

The World Health Organization (WHO) Special Programme
of Research, Development and Research Training in Human
Reproduction has, since 1972 through one of its eight task
forces, been investigating the feasibility of developing
vaccines directed against sperm, ova and the pre-implantation
blastocyst for fertility regulation. Much effort has been
focused on a vaccine against human chorionic gonadotrophin
(hCG). Phase II clinical trials of prototype anti-hCG vaccines
are reported to be under way, but have, as yet, made little
impact.
This volume reports the proceedings of a comprehensive

symposium on local immunity in reproductive tract tissues
organized by the WHO and held at the National Institute of
Immunology in New Delhi in November 1990. A panel of
international experts began by dealing with such topics as
immune responses at mucosal surfaces in general and in the
male and female reproductive organs in particular. Presenta-
tion of these covers the first 25 chapters and just over 400
pages. Strategies for inducing fertility-inhibiting immunity
within the male and female reproductive tracts are dealt with
in 6 chapters (just over 100 pages). They recapitulate what
is known about the topic (which is less than what I had
realized). The contents of some of the chapters inevitably
overlap to some extent; thus there is some repetition, which
would, however, have been difficult to edit out.
In the chapter on the induction of immunity at mucosal

surfaces, Ada provides a useful insight which set me think-
ing. Drawing an analogy with viruses and bacteria, most of
which infect via mucosal surfaces, we are reminded that
many vaccines against these organisms are given parenterally,
when perhaps more emphasis should have been placed on
those that could be administered mucosally. Since mucosal
surfaces are so important within the reproductive tract,
surely the same must be the case for anti-fertility vaccines.
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Thus, perhaps, with the benefit of hindsight, much more
effort should have been made earlier not only to understand
mucosal immunity better, but also to focus on mucosal
surfaces as the immunizing route.
The mucosal immune system about which most is known,

is the one associated with the gut and contains the largest
proportion of immune tissue in the body. Much of what has
been presented here either relates directly to gut-associated
immune mechanisms or draws analogies between potential
immune mechanisms in the reproductive tract on the basis of
histological similarities with the gut. Thus, a great deal more
needs to be ascertained directly about immune mechanisms
in the male and female reproductive tracts and this should be
a fruitful area for research. It looks as though, yet again, the
female of the species is likely to be the preferred recipient for
an effective anti-fertility vaccine because there seem to
be much greater barriers to be overcome in inducing an
appropriate immune response in the male reproductive
tract. Once more, the distinctive large granular lymphocyte
population in the endometrium and their function in relation
to fertility and pregnancy are of particular interest in the
context of a vaccine to prevent implantation.
In the final chapter, Cinader puts the symposium into

perspective for the reader and, among other things, recapitu-
lates the interesting issue of the molecular dialogue between
the immune and reproductive systems, by which he means
the manner in which cell adhesion molecules (or cytokines)
allow communication between them. This had originally
been raised by Hill in an earlier chapter on the production
and effect of cytokines on local immunoendocrine events in
the female reproductive tract. Both chapters raise interesting
issues which are waiting to be explored further using
techniques that have already proved valuable in more
classical immunology. There is still a lot to be learned
in this area.
Thus, although a book published three years after the

original meeting can hardly be described as 'state of a rapidly
changing art' , it not only contains a great deal of useful and
relevant information but also points to many areas for
research which, I am sure, could be followed productively. It
is well produced and illustrated.
Clinicians interested in the field and with some

background immunological knowledge would find the book
of value but it will be of most interest to scientists looking for
ideas to stimulate research in an important subject about
which much more needs to be known.

G. M. STIRRAT
Department of Gynaecology and Obstetrics

St Michael's Hospital
Bristol

UK

Delhi's Best Doctors. Tabrik Currimbhoy. Context, New
Delhi, 1994. 177 pp, Rs 85.

A new book with this strange title has come to my notice. It
claims to provide to a patient information by which he or she
can get the best medical attention in Delhi.
In fact, the superlatives 'best', 'finest' J 'foremost', 'distin-

guished', 'leading', 'tops' feature prominently in. the book
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when the doctors listed are described and mention is also
made of their fields of specialization. The author admits that
no precise or objective criteria are possible for giving the
appellation 'best' to any doctor; but says that he has used
'a subjective and deductive approach'. Elaborating on this he
mentions that he has made the selection after long and
searching discussions with colleagues of these doctors and
also on the basis that these doctors are often consulted by
their peers to provide 'second opinions' on complicated
cases.
I have gone through the particulars of the doctors listed

and what struck me first waswhether any professional, in any
field, could be termed 'best' by any subjective or deductive
criteria. Most experts would hesitate to describe any
individual in this way because they would omit others who
were just as good. I would have thought that such categoriza-
tion was unethical and certainly not in 'good taste'.
It would be inappropriate for me to pick out names from

the book to demonstrate how they should not be eligible for
such categorization, and to mention the names of others who
do not feature. However, I have come across certain glaring
anomalies-some names appear more than once in different
fields of specialization and I know of some specialists
included who are no longer in Delhi. More importantly there
are some against whom allegations are pending in the courts.
In a city as large as Delhi, people do need to have com-

prehensive lists of doctors, their field of specialization,
addresses and telephone numbers, who live in their area.
This would be much more useful than a book of this nature
where the so-called 'best' doctors have been selected by an
individual on the basis of rather doubtful criteria.

H. D. SHOURIE
Common Cause

New Delhi

Epidemiology for the Uninitiated. D. Coggon, G. Rose,
D.J.P. Barker. Oxford University Press, Delhi, 1994.69pp,
Rs45.

This book, written jointly by three experts, ismeantfor those
research workers and students whowould like to get an over-
all idea of epidemiological design and terminology.
Chapter 1 defines the term epidemiology with some

examples. Chapters 2, 3 and 4 explain the methods for
quantification of disease in populations, comparison of the
disease rates and different types of bias involved in measur-
ing disease. In Chapters 5 to 9 the authors briefly explain
the different types of epidemiological study designs after out-
lining the components of a typical study protocol. Chapter 10
describes the methods of screening patients and problems
encountered. Chapters 11 and 12 are related to general
aspects of epidemiological disease and reading and inter-
pretation of an epidemiological report.
Though most of the important epidemiological methods

and terminology have been covered, the book provides only
some basic knowledge. Medical faculty members, post-
graduate students and research workers as well as neophyte
statisticians willbenefit from reading this book but it may not
be sufficient for certain practical situations. The authors have
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not provided a 'Preface' and one is unclear what they mean
by the term 'Uninitiated'. One of the authors, Professor
Barker has, written a detailed book entitled Practical
epidemiology which is a short practical manual and is very
popular among research workers in this country. In my
opinion this book would be more useful to students and
researchers.
The general appearance of the book is attractive and the

layout and printing are good. The price of Rs 45 is very
reasonable.

K. R. SUNDARAM
Department of Biostatistics

All India Institute of Medical Sciences
New Delhi

Concept and Practice of Rural Surgery. J. K. Banerjee. B. I.
Churchill Livingstone, New Delhi, 1993.229pp, Rs 150.

This book has been writtenwith the aimof drawingthe medical
profession's attention to the problems faced by surgeons
practising in rural areas. The qualities required of such
surgeons are an innovative mind, compassion and a willing-
ness to work hard rather than be familiar with the latest
high-tech gadgets. Chapter 1describes the basic principles of
setting up surgical services in a rural community. It would
have been more useful if the authors had used line diagrams
and made specific recommendations for commonly used
items. The chapter on day care surgery should have paid
more attention to the pioneering work done over the past
30 years by surgeons in Colombia, South America. The
chapter on health economics should have mentioned the
series of articles on the subject by Sheila Gore published in
the British Medical Journal. Chapters 8 to 13form the core of
the book and are well written, although the use of line
diagrams would have improved their quality. The chapter on
surgery in leprosy will be of value to those working in
endemic areas because the deformities due to this disease do
not disappear after successfulchemotherapy and need expert
care.
I hope that subsequent editions will incorporate the

suggestions I have made so that the book brings into focus
the problems of a rural surgeon.

B. SAN KARAN
Perumalpuram

Tuticorin
Tamil Nadu

Clinical and Diagnostic Methods in Surgery-A Manual.
K. M. Lakshmana Rao. A. L. Publishers, Hyderabad, 1993.
469 pp, Rs 162.

Dr Lakshmana Rao is a senior Professor and currently
the Chair of Surgery at the Osmania Medical College,
Hyderabad. He has also been a teacher in the West Indies.
This book is in competition with the popular volumes by S.

Das, Hamilton Bailey and T. N. Patel. However, it is largely
old wine in a new decanter; written along the lines of S. Das
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with little that is new. The discussions lack the depth of Das
and Patel and the candid style of Bailey. From a senior
author of this subcontinent one would have expected more
on tuberculosis, leprosy and filariasis but these subjects are
discussed superficially. Dr Rao steers clear of all controversy
and emphasizes the basic facts. Yet there is enough here for
the uninitiated to acquire the skills of clinical examination.
The author has chosen boldface throughout, and this is easy
on the eye.
Besides twenty or so chapters on general surgical exami-

nation, there are others on examination of the orthopaedic
patient and ENT examination. This is adequate if the book is
to be used as a bedside manual, but students will need to
supplement the information provided from other sources,
particularly on the anatomical basis of the clinical tests.
There are useful tables on lymph node swellings, breast

lumps, thyroid enlargement and abdominal masses, but these
run into several pages and are often difficult to understand.
The colour atlas at the beginning has some well-chosen

pictures but their position away from the relevant text reduces
their value. The black and white photographs are generally
acceptable but a few of them do not show anything at all. The
'medical illustrations' have been reproduced poorly, and are
too small to decipher. These should be enlarged in future
editions. There do not seem to be any typographical errors
and the index is comprehensive. An added bonus was the
inclusion of a table on normal haematological and bio-
chemical values and on the TNM classification of tumours.
There are, however, several inconsistencies in the book.

The chapters on examination of the trauma victim and post-
operative patients are rather superficial and seem to have
been incorporated as an 'afterthought'. Amongst the tests
mentioned which can be relegated to history are the
benzidine test for occult blood and the Casoni test for
hydatid disease.
The measurement of thyroid stimulating hormone levels

does not figure among the thyroid function tests. In prostatic
carcinoma, acid phosphatase is mentioned in parentheses
and prostate-specific antigen not at all. In autoimmune
thyroiditis, the Hurthle cell is listed to be the hallmark of the
disease. In the chapter on reticuloses no useful information
emerges from the discussion on non-Hodgkin's lymphoma.
Under investigations for blunt abdominal trauma, the four-
quadrant tap is detailed but there is no discussion of the more
reliable technique of peritoneal lavage. In the discussion on
cervical disc prolapse, it is mentioned that 'X-ray of cervical
- spine in the anteroposterior and lateral projection confirms
the diagnosis'. The 'Cf scan' on the adjoining page showing
lumbar disc prolapse is an MRI scan.
The book is too bulky to carry in a white coat, although

the blurb says this can be done. The price tag of Rs 162,
at par with Das's book, takes away any pecuniary advantage.
Overall, the book is a 'back to basics' tome and can be
recommended to undergraduates as a bedside clinical exami-
nation guide to the surgical patient.

BRAHMDEV
Department of Surgery

A. P. C. M. Medical College
Dhule

Maharashtra
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Medical Profession and Consumer Protection Act. Jagdish
Singh. Bharat Law Publications, Jaipur, 1994.132 pp, Rs 66.

The practice of medicine has always been subject to rules of
conduct. In highly industrialized countries medicolegal
bodies (such as the General Medical Council in the United
Kingdom) ensure ethical practice and physician competence.
Similar bodies in this country such as the Medical Council of
India and the various state medical councils have, unfortu-
nately, been incompetent and ineffective. While in the West
an ever-vigilant public keeps a close watch on how patients
are treated, in India illiteracy, poverty and public indifference
allow doctors to get away scot-free with many misdemeanours.
The phenomenal increase in professional malpractice,

spiralling costs of medical care in the private sector and frust-
ration at the lack of redressal occurred when consumer
movements were gaining ground and led to the passage of
the Consumer Protection Act (COPRA). The dismay and
confusion within the medical profession was predictable.
Jagdish Singh's book meets an urgent need to inform and

educate doctors on the COPRA and other laws and codes
governing the profession. He deals with the various contro-
versies raised in relation to COPRA. His dispassionate
explanations should help doctors to view the Act and its
provisions rationally. The text is lucid and comprehensive.
Chapter 7 is especially worth study in which Singh provides
abstracts of selected medicolegal cases, both Indian and
foreign. He deserves applause for his section on 'Consumers'
Rights'.
There are a few omissions in the book which I hope will be

dealt with in future editions. In dealing with indemnity
insurance, Singh has neither highlighted its defects nor has
he referred to alternative forms of insurance such as no fault
compensation. The present form of indemnity insurance is
not helpful either to the patient or to the doctor because of
the many exclusion clauses. The clause 'criminal action' has
no rational basis. In the event of the death of a patient on the
operation table, the relatives can always complain to the
police under the Criminal Procedure Code even though
death may not have been caused by criminal negligence.
Should they do so, the indemnity insurance is of no help to
the doctor. Medical audit has not been covered in the chapter
on 'Preventive steps against litigation'.
If the principles enunciated by Singh are taken to heart by

members of our profession, we would have taken steps in the
right direction. The restoration of ethical practice will restore
the trust of our patients in us. This, in turn, will make it
unnecessary for them to seek action under the COPRA.

ARUN BAL

Association for Consumer Action,
Safety and Health (ACASH)

Bombay
Maharashtra


