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almost everyone thinks that such measures are necessary to
ensure the quality of foreign graduates. What they find
difficult to agree on is what is the appropriate degree. While
US and Canadian medical schools are monitored by one
accreditation system, the Liaison Committee on Medical
Education, there is no such standard for some 1000 medical
schools abroad and IMGs as a group seem to perform more
poorly on licensing examinations. In some typical 1992
sittings for parts I and II of the US Medical Licensing Exami-
nations, about 90% of US graduates passed compared with
only about 40% of foreign-born IMGs. Their rate was'
slightly better than that of US-born IMGs. Despite greater
general acceptance of IMG applicants for residency
programmes, specialties popular with US graduates take in
very few. Licensure is another area of great concern. Medical
boards tend to demand piles of paperwork, document verifi-
cation, reports on full-time faculty or even the number
of books in the school library. Particularly upsetting to
established IMGs are licensing reciprocity requirements
which have increased the difficulties in moving to practice
in another state. Thus, IMGs must take several steps not
required of US graduates. A certificate from the Education
Commission for Foreign Medical Graduates, which reviews
medical competency, English comprehension and creden-
tials; usually at least three years of training are required to
become eligible for licensure; US graduates need only one.
Half of the states must approve the medical school, others
ask for details about the school or request personal inter-
views. Once seeking separateness, IMGs have now begun
to join the medical mainstream. Since the late 1980s, Third
World IMGs have been elected to top medical society posts,
relations between the AMA and IMG groups have improved
with the creation of an IMG Advisory Council, and IMG
lobbying has paid off with federal anti-discrimination laws.

There are also about 40000 Americans, currently practising
in the US, who have studied medicine abroad." They
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comprise 6% of the US total and 27% of all IMGs. Over
2000 are in residency training-2.6% of the total. Tradition-
ally enrolled are older students, often from other health
professions and a large number are the children of physicians.
Ten schools, in the West Indies, Mexico, Israel and the
Dominican Republic, accounted for almost 90% of US
medical school loans abroad in 1991 and 1992. The Depart-
ment of Education in a recent report approved as much as
$ 117.6 million in assistance, with about $ 20 million tied to
medical education loans given mainly to students at these
offshore schools. As a group US IMGs have raised even
more questions about quality than foreign-born IMGs.
Certifying examination pass rates have been lower and in
licensing examinations their performance has been well
below US graduates. The past three years witnessed a new
flood of interest in medical careers, with the highest number
of applications to US medical schools and a concomitant
increase in the interest in offshore schools. But with rising
hurdles to residencies and licensure there is a feeling that
although the stigma of an offshore medical degree will even-
tually go away most people would advise against going to a
foreign school unless there is no other choice.

As health care reform evolves, the IMG influx and oppor-
tunity has reached a nadir. US production and quality
control, coupled with a drive towards increasing opportunities
in primary care have now reduced the demand for IMGs
and there is diminished opportunity for them to practice in
the promised land.
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The State of the World's Children 1994. James P. Grant.
UNICEF and Oxford University Press, Oxford, 1994.87 pp;
price not mentioned.

It was the best of times, it was the worst of times, it was the
age of wisdom, it was the age offoolishness, it was the epoch
of belief, it was the epoch of incredulity, it was the season of
light, it was the season of darkness, it was the spring of hope,
it was the winter of despair, we had everything before us, we
had nothing before us, ... '

A Tale of Two Cities, Charles Dickens

Dickens could not have been more apt had he been writing
about this book, rather than about the French Revolution.
On the one hand, more progress has been made in reducing

poverty, disease and death among the world's children in
the past fifty years than in the previous two thousand. On
the other hand, the glory of this achievement is considerably
clouded by the fact that it is far short of what could actually
have been done.

UNICEF estimates that with an expenditure of $25 billion
a year within a decade it should be possible to end child
malnutrition, preventable disease and widespread malnutri-
tion.' But while the world spends $1 trillion per year on
armaments (p. 23) there is no evidence that this $25 billion
is likely to be committed to social welfare.

Present situation
Within the last ten years great progress has been made
in the developing countries. About 75 million children
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contracted measles just a decade ago but today, thanks to the
spread of immunization, the number is down to 25 million.
Diarrhoeal disease killed 4 million children a year in the
early 1980s. Now with improvements in water supply and
sanitation and the increasing use of oral rehydration therapy
the toll is now down to 3 million a year. Whooping cough,
neonatal tetanus, diphtheria and polio are on the retreat
thanks to the availability and use of immunization. In fact
the World Health Organization (WHO) predicts that polio
can be eradicated by the year 2000.

However, remarkable as these achievements may be, they
beg certain questions: Why are a quarter of a million children
being allowed to go blind from the lack of vitamin A when
it is possible to make available inexpensive vitamin A
capsules to every child at risk? Why is iodine deficiency still
the leading cause of preventable mental retardation in the
world, when the problem could be prevented by something
as affordable and manageable as iodizing all salt supplies?
Why do a billion people still lack safe water? Why are a
third of the developing world's children below an acceptable
weight? Why are 500 000 young women still dying every
year during childbirth in the developing world?

UNICEF believes and demonstrates with extensive
documentation that this situation exists in spite of both
technology and finance being available to eliminate it.

The problems
UNICEF identifies poverty, population growth and environ-
mental stress as the three problems which individually and
synergistically, create a situation where 35000 children are
dying every day.

For many of us indoctrinated in the view that a large
population is the primary cause of India's (and other
developing countries) poverty, UNICEF's analysis of the
causes of deprivation in the developing world will come as
a revelation. The 1994 report states, 'In part the fault lies
with governments that have given too little priority to the
needs of the poorest. But in part also, the task of breaking
out of the spiral is made more difficult by the industrialized
world's policies on aid, debt, trade and finance which restrict
the growth of employment opportunities.' (p. 31)

Aid
Contrary to the popular perception that the developed
nations are extremely generous with aid, the 1993 report
(p. 3)1 shows that only 10% of international aid is spent
productively. Of this 1.5% is spent on health care, 1.3% on
family planning, 3.2% on 'other health care' and 0.5% on
primary education. In contrast, about 25% of the United
States foreign assistance is military aid (p. 21). Often 'aid'
is tied to specific purchases from the donor countries which
are meant chiefly to help ailing industries within them. This
often means receiving totally inappropriate material. The
example of the huge vehicles, given by the British Govern-
ment which were equipped with operation theatres meant
for rural outreach care, but totally unsuited to Indian roads,
is fresh in everyone's minds. Two such vehicles are gathering
dust in every government medical college in the country,
deteriorating monuments to the farce of aid.

Trade
For the champions of export-led growth it will be sobering
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to read that developing countries mainly depend on primary
commodities for exports and that the prices of these have
been steadily falling. For example in the Cote d' Ivoire,
exports of coffee rose by 26% in volume but fell by 21% in
value between 1988 and 1990 (p. 50). The share of Africa
as a whole in world trade has fallen from 4% to 1% in the
1980s. The obvious solution is diversification. But the 1994
report quotes the World Commission on Environment and
Development (Brundtland Commission 1987): 'Our common
future-Diversification in ways that will alleviate both
poverty and ecological stress is hamperedby disadvantage-
ous terms of technology transfer, by protectionism, and by
declining financial flows to those countries that most need
international finance.'

Comparing Brazil and India, one, a country that has
already followed the World Bank's structural adjustment
programme and the strategy of export led growth and the
other which is in the process of doing so, Arvind Das shows
how in Brazil it led to a debt both domestic and foreign
which cannot be honoured. Income disparities and inequality
grew dramatically and created major social tensions, so much
so that homeless children are hunted and shot by vigilante
groups engaged by the rich who themselves cower in their
protected ghettos. 2

Conventional strategies, touted as solutions to poverty,
may therefore, be unsuccessful; and a genuine attempt to
improve world health will require a radical rethinking on
the way in which global society is organized.'

Debt
The ability of developing nations to provide sufficient
finance for health needs is grossly hampered by the need to
service debt. For example sub-Saharan Africa has an annual
debt service burden of $30 billion. Only about $10 billion
of this is actually paid every year, but even this is four times
as much as Africa spends on health services. UNICEF
estimates that the total cost of meeting the basic human
goals of health, nutrition, education and family planning
in Africa is $9 billion a year, which demonstrates what a
crippling handicap the debt is.

What is the source of the debt? In the case of many oil
importing developing countries, worsening terms of trade is
the major culprit. After the second world war although
most former colonies attained political independence, they
did not attain economic independence. The legacy of
colonialism, during which time these countries served
primarily as suppliers of raw materials and as markets for
finished products, was continued in more subtle forms
through unequal terms of trade and restrictions on transfer
of technology. Having suffered years of economic drain, the
developing countries had insufficient capital to do research
and development on the scale' needed for a technological
leap that would enable them, in a decade or so, to bridge
a gap of a hundred years. They are also ill served by local
elites who prefer to invest what capital there is in quick-
return items of mass consumption and in 'screw-driver'
technology rather than in basic infrastructure.

In the 1993 report (p. 55)1 UNICEF expressed the hope
that the Uruguay round of discussions under the General
Agreement on Tariffs and Trade (GATT) would reach a
kind of agreement that would benefit the developing world,
which had been denied the advantages of low cost labour
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and abundant raw materials by tariffs, quotas and other
restrictions imposed by the industrialized nations. That this
hope is unlikely to materialize is the assessment ofthe United
Nations Council on Trade and Development (UNCTAD).
In its 1994 report it said, 'There is no clear and systematic
association between trade liberalization and devaluation, on
the one hand, and growth and diversification of output and
export on the other.' The fact is that free trade has not
helped the poor countries to grow."

Finance
The current enthusiasm among some sections for 'market
policies' which are seen as a panacea for poverty is not
shared by UNICEF. To quote, 'market forces cannot conjure
economic growth out of an investment vacuum.' It is also a
fact that economic growth in itself does not mean an end to
poverty. For example, in the United Kingdom and the
United States, the 1980s were years of almost continuous
growth, yet the position of large sections of blacks there is
worse than in many Third World countries.

Population growth
Contrary to the popular belief that population is the cause
of poverty, UNICEF suggests that the two are synergistic
and that poverty and deprivation maintain high birth rates
through

1. Poor health care which means that people insure them-
selves against expected loss of children due to disease by
having more.

2. Illiteracy and low status of women which is associated
with early marriage and prolonged child bearing.

3. Lack of social security which makes large families attrac-
tive as sources of support in emergencies.

4. Low technological level which makes large families
attractive as sources of health in fields and homes.

5. Lack of information on family planning services.

In turn, large populations strain the overstretched resources
of the developing countries.

Environmental stress
The tremendous ecological damage inflicted by the con-
spicuous consumption of the industrialized world, which is
at its most marked in the USA, has forced their governments
to sit up and take notice, and ecology has become the latest
buzz-word in international forums.

In the Third World poverty is pushing people to overuse
land, fell forests and erode hillsides leading to increasing
drought and desertification.

However, the greatest environmental stress comes not
from the poor Third World as the popular media and western
powers would have us believe, but from the industrialized
West. These countries, with 20%. of the world's population,
are responsible for 75% of the world's energy use, 65% of
all greenhouse gases and 90% of chlorofluorocarbons which
are detrimental to the ozone layer (pp. 23-4). In fact it is
estimated that the impact of the average American citizen
on the global environment is thirty-five times that of an
average Indian, 140 times that of the average Bangladeshi,
and more than 250 times that of a citizen of sub-Saharan
Africa (p. 34).
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Conclusions
Two things are therefore clear. One, that children in
developing countries such as India are still at an unconscion-
ably high risk of dying, and two, that the basic underlying
cause of most of the risks is poverty, which even today could
be a mere memory if only the world had the will.

What then does the future hold? For UNICEF the
optimism with which it had greeted the end of the cold war
as the beginning of the 'age of concern' in 1993, has given
way to the pragmatism of the 1994 report which realizes
that 'democracy', as we currently know it, does not auto-
matically translate into equity and a better deal for the
deprived.

There is a sobering realization that the consumption
pattern of the West is not sustainable on a global scale, and
that future society cannot have two standards of living, one
for the developed countries and another for other countries
which are for ever 'developing'. But the path to such an
egalitarian society is neither easy nor automatic.

And what of us medical practitioners in India? We, who
every day face the reality that poverty, in its myriad manifes-
tations of tuberculosis, bronchopneumonia and diarrhoea
with dehydration, is the true 'killer disease'? Do we not
have a responsibility to raise our voices for a more equitable
society, the single most important 'health intervention' that
exists?
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Lecture Notes on History Taking and Examination. Robert
Turner, Roger Blackwood. Oxford University Press,
New Delhi, 1993. 200 pp, Rs 85.

The Indian edition of this book is an attempt, although only
a partly successful one, to fill a long felt gap. This slim
production is a crisp and intentionally brief discussion on
clinical examination of the major systems. Intended to be
an introductory manual for clinical students and junior
doctors, it covers all topics in hyphenated, partial sentences
and provides a quick and systematic overview. This format
makes for easy assimilation and recall of the material.

The book starts with level headed advice on the 'first
approach' where its entire philosophy is outlined. The
exhortation is for the minimal use of the 'blessed tomes'.
The part on history taking and general examination sums up
most points of practical importance. Then follow chapters
on the cardiovascular, respiratory, abdominal and nervous
systems discussed in a matter-of-fact tone. The book is read-
able and unlike other books one does not have to walk
through a painful muddle of basic sciences to get to the
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essentials. The headings and subheadings are followed by a
succinct listing of information. The greatest strength of the
book lies in the fact that it is 'presentation oriented'. This
feature will help the reader arrange his or her thoughts as
well as case notes better.

There is a separate chapter on basic examination which
introduces the reader to problem-listing and record keeping.
Another area often ignored is the assessment of disability
which is treated here in a lucid manner. Communication
with patients, as well as colleagues is also allocated a chapter.
On the whole, the book encourages the would be doctor to
talk to rather than talk at his patients-a lesson most of our
doctors sorely need.

The remaining chapters on clinical investigations, electro-
cardiography and laboratory values are presented in the
same no nonsense style; providing the book a measure of
completeness in spite of its handbook format. Most chapters
are well illustrated with clear line drawings.

On the negative side, dermatology, renal diseases,
psychiatry and haematology either find only a passing
mention or are completely omitted. Specific examination
of the above systems was probably, perhaps needlessly,
considered futile. In spite of the redoubtable Oxford
University Press (OUP) label, there are a number of spelling
mistakes, proof reading marks have been carelessly left
behind on some pages. Someone must have been in a tearing
hurry! The book will be most useful as a primer for junior
medical students and rusty surgical residents.

ADITY A ARORA
Dr Rajendra Prasad Centre for Ophthalmic Sciences

All India Institute of Medical Sciences
New Delhi

An Atlas of Hospital Forms. P.S. Venkatesh Rao. Arnold
Publishers, New Delhi, 1991. 152 pp, Rs 150.

In the vast ocean of medical literature seldom does one find
a publication which is entirely different in concept and
purpose from all others. It was a pleasure, therefore, to go
through this rather unusual book and the author is to be
congratulated for his efforts.

A number of hospitals in India have already developed
various forms for use by different departments for purposes
of simplicity without sacrificing the data and for ease of
computerization of records. However, the large majority in
the public and the private sector do not have standardized
or complete records.

Many of the forms such as the preoperative check list,
the short stay form, the discharge summary and the investi-
gation forms are excellent. The normal laboratory values at
the back of each investigating form are in conventional units.
The addition of SI units would have made these forms more
complete.

Detailed comments on individual forms must be left to
user departments. As a surgeon, I was struck by a number
of deficiencies. The operation record is cramped and will
seem even more so after completion. The printing on some
of these forms (e.g. neonatal case records) is too small. I
presume that as these forms are on standard A4 size paper
they are actual sizes. There are some minor errors which

THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 7, NO.5, 1994

have escaped the editor such as 'reflection under cyclopegic'
instead of refraction (p. 55), space provided for 'sex' in
labour records and the missing symbols for more than and
less than. These presumably will be corrected in the next
edition.

There are also some major deficiencies. The paediatric
case sheet should have a specific space to record the immuni-
zation and nutritional status. Neonatal feeding and drug
therapy should be on separate pages. In the pre-anaesthetic
record the phrase 'Any co-existing disease' should be used
instead of diabetes, hypertension, etc. as the patient may
have any combination. In the obstetrics and gynaecology
section (p. 16) it is presumed that the patient is booked in
the first trimester. Many patients come in the late weeks of
pregnancy. Hence, there should be provision to record
details of the present pregnancy according to trimester. It
would be more logical to record the details in the following
order, viz. date of visit, weight, high blood pressure, urine,
anaemia, gestation in weeks, fundal height, presentation,
position, head engaged or not and foetal heart rate. The
ENT section needs more diagrams including figures of the
oral cavity and neck. Likewise there is scope for improve-
ment in many of the forms. This book is likely to serve as
the basis for starting the process of standardization of forms.

Overall, the quality of printing is good and the diagrams
are neat and clear. The book is reasonably priced at Rs 150
and will be useful to hospital administrators and those in
the medical records section for consultation, discussion and
improvement of their hospital forms. It is unlikely to find
a place in the library of the individual physician.

N. ANANTHAKRISHNAN
Department of Surgery

Jawaharlal Institute of Postgraduate Medical Education
and Research

Pondicherry

Clinical Neurology-A Modern Approach. Anthony
Hopkins. Oxford University Press, Oxford, 1993. 486pp,
Rs550.

This eminently readable book has been written by a neuro-
logist who has hands-on experience of treating patients as
opposed to one by a high profile academic. It will thus be a
welcome addition to the bookshelves of many medical school
libraries and even to the personal collection of under-
graduate and postgraduate medical students and budding
neurologists.

There have been innumerable occasions when I have been
approached by students awed by the specialty of neurology,
who ask me to recommend a book which beginners in the
field might understand. Though there are many admirable
books on neurology for experts, only two or three are
suitable for novices. Now this problem is solved because
Dr Hopkins' book fills that gap.

This book will demystify neurology and make it attractive
for students to know more about this subject, entrapping
some of them into a life-long career. It appears that Anthony
Hopkins writes in the style in which he teaches, succinctly
imparting knowledge from the vast neurological literature as
well as from his own personal experience. Sensibly, in a book
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of this type and size, he has tried to avoid covering the rarer
diseases but has indicated that there is more to neurology
beyond this book. However, he has not been entirely
successful. For example, I had to search through the whole
book to find an account of syncope, which he has dismissed
in a couple of paragraphs on differential diagnosis of
seizures, whilst prion protein diseases have been given a
page and a half.

Syncope has many causes, some of which can be life-
threatening, and would rate after headache, epilepsy and
stroke as the fourth most common disorder for neurological
referral by general practitioners and physicians whilst many
neurologists practising outside academic institutions will
never see a patient with prion protein disease.

Similarly, the word 'papilloedema' does not appear in the
index or in the section on 'visual disorders' and is mentioned
only in passing in the chapter on brain tumours. There are
many causes of unilateral or bilateral papilloedema, and a
more detailed account was called for. Besides, the word
'papilloedema' is too often linked with brain tumours in the
minds of the students and the average medical student still
needs to be taught that many brain tumours do not raise the
intracranial pressure and cause papilloedema, and further
that a diagnosis of raised intracranial pressure is not excluded
because there is no papilloedema. He also needs to be clearly
told that a patient with papilloedema needs urgent treatment
as delay may lead to loss of vision or even of life. This teach-
ing may not be as important in the era of computerized
tomography (Cf) and magnetic resonance imaging (MRI),
but there will be many students and physicians reading this
book who have never seen a Cf or an MRI scanner. There
are other such examples, and in a book which essentially
covers and simplifies all aspects of neurology and gives
it a modern theoretical and investigative approach, these
are unavoidable.

Students in India will have to do some additional reading
to cover diseases prevalent in our country, as understandably,
regional diseases however important, cannot be covered in
such a book. Yet the recommendations for further reading
could have been improved. For example, there are more
comprehensive accounts of cysticercosis, tuberculomas,
tuberculous radiculomyelopathy than those mentioned in
'further reading' in Chapter 17. Incidentally, the statement
that 'more than 40% of all "tumours" in Indian children aged
less than 15 years' are tuberculomas is no longer true.

Anthony Hopkins advocates a course of ten months
therapy for tuberculous basal meningitis (Chapter 17.5.1.6)
and I am inclined to agree with him that this shorter course is
now in order with careful patient monitoring. However,
many of my Indian colleagues may not agree with us.
Whereas rheumatoid arthritis is the commonest cause of
atlanto-axial dislocation leading to spinal cord compression
in the West, in India congenital atlanto-axial dislocation
and tuberculous disease would be much more common.

All this in no way reduces the value of this very useful
book. The tables and figures are excellent and illustrative,
highlighting the subject matter. The epidemiological infer-
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mation throughout the book is invaluable, providing the
students a proper perspective of the relevance of the diseases
he or she will see in practice. The chapter 'Investigations
commonly used in neurology' is particularly well written
and illustrated and stresses the importance of making an
appropriate choice from the many expensive tests available.
Part IV, 'Coping with chronic physical disability', is an
unusual and very useful section which provides the student
information in managing neurological disability, which is not
available elsewhere.

This hardcover book is very reasonably priced at Rs 550
and should be bought by students and teachers worldwide.

N. H. WADIA
Jaslok Hospital and Research Centre

Bombay
Maharashtra

Textbook of Human Anatomy, Volume I. Indra Bhargava.
Interprint, New Delhi, 1993. 336 pp, Rs 200.

Indra Bhargava has offered a comprehensive and concise
book on general anatomy, microanatomy, human embryology,
genetics and neuroanatomy. It is a simple and systematic
book the need for which has been long felt by students
especially those to whom the Medical Council of India has
recommended a one year anatomy curriculum.

The book contains numerous flow charts which will be of
use during revision for examinations. The descriptions of
various structures will also help students to answer theory
questions. The sections on genetics and embryology are brief
yet provide sufficient background knowledge to help
students understand the basis of common genetic disorders
and congenital abnormalities. Particularly good is the chart
on relative timing and basic defects in common malforrna-
tions (p. 128).

The general anatomy section could have been improved
by more illustrations and the diagram (p. 13) on the classifi-
cation of muscles based on arrangement of their fibres is
incomplete.

The flow charts in the microanatomy section, as in
the embryology section, are useful but if there were accom-
panying diagrams the impact would have been greater.

In the neuroanatomy section some diagrams of tracts of
spinal cord could have been added and figs 71.5 and 71.06
need improvement. Colour added to the illustrations would
have made them more attractive.

After these and other changes have been made in the next
edition the book will be of help to undergraduate medical
students.

PRITHA s. BHUIYAN
Department of Anatomy

Seth G. S. Medical College
Bombay

Maharashtra


