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about the services provided by them. One laboratory talks
of the cytogenetic studies it offers and stresses that it does
not perform sex determination. This is unexceptionable. A
hospital says its prescription is 'Excellent medical care.
Personalized service' and adds that its 'highly qualified,
trained and dedicated team of doctors and nurses, state of
the art medical equipment and professional staff make sure
that every patient receives the best treatment'. A bit shaky,
but no names mentioned, and perhaps acceptable.

But what do you make of this? Under his own name,
Dr G, Director, H hospital, says, 'By the expert diagnosis
Dr G gained the confidence of people of Madras, this is
being proved by the crowd we have seen, and such mammoth
building in very short space of time and his 24 hours attention
to the patients.' (Reproduced verbatim, spelling, punctua-
tion, and all except the names.)

The I hospital states that 'the gastroenterology department
under the care of Dr J has become so popular that patients
from North get admitted to I for his personal care.' The K
hospital states that 'Newer diseases are also growing at a
rapid speed. To face the challenge a great urge for technical
expertise is growing in the annals of the medical profession.
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Dr K through his several orientations at various levels
around the world has proved on more than one occasion
that many such challenges can be faced/overcome through
advanced and improved technology.'

These are only some of the gems from a section of one
of the country's leading newspapers, avowedly intended to
be read by the public. What impression of our 'noble'
profession does it convey? We are rather less decorous than
the butchers and the bakers. Admittedly, the times are
changing. Is this the norm of the profession today? Maybe
those who disapprove of such advertising are hopelessly out
of date. Many authorities have called for the inclusion of
business management in the medical curriculum, saying
modem doctors, especially those who run hospitals or
are in Government service, need these skills as they have
to manage people. Should we include an internship in an
advertising agency? I call on the Medical Council of India
to lay down a clear code of conduct for the profession, taking
into account changed social mores. Once enunciated, the
code should be rigidly enforced, so that we can go back to
being an honourable profession.

M. K. MAN!

DIETARY TRENDS IN EMERGING CITY AFRICANS:
IS URGING A 'PRUDENT' LIFESTYLE A NON-
STARTER?
In Africa there is increasing migration from rural to urban
areas. Big cities such as Accra, Lagos, Nairobi, Harare,
Johannesburg are rapidly increasing in size. In South Africa,
the proportion of the African population now dwelling in
towns and cities has reached about 40%.

In the past, indeed, up to two or three decades ago,
Africans who lived in rural and, to a lesser extent, in urban
areas consumed a relatively traditional diet. In southern
Africa, this included large amounts of plant foods-cereals
(maize, sorghum, millet), bread (usually brown), various
beans and vegetables and fruits in season. Consumption of
dairy produce was low and meat was eaten infrequently-
once or twice a week or less. Nowadays, in both rural and
urban areas, the diet is changing from one, which was a
'prudent' diet, to one which is approaching a western
composition. Can anything be done, by way of education,
to control this trend, which is associated with a rising
frequency of diseases of prosperity?

The magnitude of the change, which is insufficiently
appreciated, is rapid in South Africa. Dental caries scores
of 10 to 12-year-old urban African children, very low in the
past, now exceed those of corresponding white children.
Obesity, previously uncommon, has increased considerably
in women although not in men. About half of urban African
women now have a body mass index ~30. Although blood
pressures in rural areas levels have risen little, in urban areas

the frequency of hypertension (28"/0) is now higher than
that in the white population (25%). Diabetes which was
previously rare, is now detected in 7.5% of the rural elderly
and in 6% of admissions of African adults at the Hillbrow
Hospital, Johannesburg. Rises are occurring even in rural
areas in breast and prostate cancers which may be diet-
related. Incidence rates, remain, even in urban areas, far
lower than those in the white population and despite rises
in serum cholesterol level, cases of coronary heart disease
are extremely rare.

Other important changes in lifestyle, particularly in the
big cities, include diminished physical activity, and in men,
a rise in smoking and alcohol consumption.

It is near certain that the disease pattern of the more
prosperous of local Africans, especially urban dwellers,
will shortly resemble that now manifest among African
immigrants in the United Kingdom and, in time, approach
the pattern displayed by African-Americans.

Is it possible to preach a 'prudent' lifestyle to populations
in transition-who are eager to attain, in all respects, the
enjoyments of the white population? In a recent question-
naire survey which we carried out on the dietary choices of
young African men in Johannesburg, it was revealed that
the majority would love to have eggs, bacon and sausages
for breakfast everyday; they wish for more butter and other
fats, and for far more sugar and carbonated drinks. The
desire for more fruit and vegetables, while certainly present,
was secondary to these choices. Scarcely did anyone wish
to eat more beans, peas and lentils. So intense were the
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selections expressed that educational attempts directed in
schools and by the media to encourage consumption of a
'prudent' diet would seem non-starters. African medical and
other students enjoy to the full their access to unlimited
western type meals. In the course of our research carried
out in the field, no African helper has ever asked for a
'continental' breakfast at hotels! Clearly, the impact of the
'prudent' lifestyle message is likely to be nil for rural Africans
and near nil for the urban dwellers. Even in America,
it appears that the response of the African population to
dietary and non-dietary guidelines for the avoidance of
diseases such as cancer, has been negligible.

Not least of the problems of adopting a 'prudent' diet is
the increased cost. A recent study in the United Kingdom
asked 'What can people eat to meet the dietary goals,
and how much does it cost?' The answer was that a 'prudent'
diet, meeting dietary guidelines, costs more. It was
considered that certain groups of the population could not
afford to eat a diet that meets the goals recommended.
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This is the scenario now being faced by huge populations
in transition, not only in Africa. In the public health sense,
however, there have been numerous gains. In big cities such
as Soweto, the previously high birth rate has been halved,
and is now only slightly above replacement rate. The infant
mortality rate has fallen and in big centres of population it
is 2a-25 per 1000 live births. Immunization rates are high
and increasing. Severe malnutrition is uncommon. However,
on the negative side there are the increases in certain
western diseases; moreover, tuberculosis is a huge national
problem, and AIDS is rising rapidly.

The crusade for increased consumption of a variety of
plant foods must not stop. While warnings must be con-
tinued against smoking and excessive drinking, such practices
are now restrained only because of their cost. The previous
high level of physical activity is gone for ever.

A.R.P. WALKER

Letter from North America

TOO MANY DOCTORS! NOT ENOUGH RESOURCES!
The pendulum has swung again-from a dearth of physician
manpower which drove the foreign medical graduate influx,
to what is being predicted as a 'vast' surplus of doctors.

One statement in a leading medical media journal claims
that 'a specialist position would have to be eliminated every
20 minutes from now until the turn of the century to keep
physician supply in balance with demand'. This is bringing
to the forefront an ever increasing frustration of most
Americans to keep up with the rapid changes affecting their
daily lives. The Clinton administration's health care plans
are on hold, and reform, for this year at least has succumbed
to public doubt, campaign politics and legislative deadlines.

Yet the nation is moving inexorably towards 'managed
care' and networks are being formed to provide a varied
menu of coverage for insurance premium dollars. At the
heart of the provider market is the primary care doctor, the
gatekeeper who will initiate the management and proceed
to remain informed on all aspects of special care, including
referrals and follow up management. According to a Johns
Hopkins School of Public Health study, there will be a
surplus of as many as 162000 doctors by the year 2000.
Of these, the vast majority (151 (00) will be specialists.
Although the country will need only 225000 specialists, it
will have 376 000 and by the end of this century the country
will have 550000 doctors. One assumption used in this study
is that health maintenance organizations and other managed
care programmes, currently serving 30% of the population
may increase their coverage to 65%. Another important
assumption built into this study was the existence of universal

coverage-the surplus could be even greater if a health care
reform plan passes that does not guarantee insurance for
everyone-the reason being that 'people with health care
insurance make about twice as many visits to the doctor as
patients without insurance'. Taking the most optimistic
scenario for the year 2000, the overall physician surplus
would be 162000 of whom 24000 will be primary care
physicians and 138000 specialists. I

The author cautions 'the Journal of the American Medical
Association article should not lead to high levels of anxiety
among young specialists entering the profession, but it
should suggest to them that they must be realistic in their
career expectations. A large fee-for-service practice in the
major city's suburbs will be unlikely in the near future. Most
feasible will be practices in smaller cities, rural areas or with
salaried settings.'

Clearly, a sizeable percentage of those left out of the
specialist and superspecialist competition will be under-
employed or employed in settings which will provide less
income. It is important to note that many of these predictions
are being made with study hypotheses utilizing assumptions
which are conservative. The study was commissioned by the
Bureau of Health Professions of the US Department of
Health and Human Services on behalf of the Council on
Graduate Medical Education. As for physician supply,
comparisons were made with the current number of
residency positions in existence and 20% of graduates enter-
ing primary care; the same and 50% entering primary care;
and a decrease in positions to 110% of US medical and
osteopathic school output and 50% entering primary care.


