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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 2{}-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 (151 000) 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.
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The popular and oft cited initiative to curtail first year
residency positions to 110% of national physician production
will clearly have a serious impact on the employability of
foreign medical graduates, both of alien origin as well as of
US citizens who have obtained their medical degrees in other
countries.

The central issue in the future production of physician
providers is not one of a shortage of primary care doctors
but a surplus of specialty care providers. Thus, there should
be a moderate expansion in the number of primary care
physicians and a major cutback in the number of specialists.
It is thought unlikely that generalists will opt to go to rural
areas to practice just because urban practice options are
becoming increasingly limited or competitive. The strongest
appeal is to medical educational institutions to change-
towards producing physicians suitable for the needs of the
population, for primary care, for practice in the rural areas
and for working in an environment where cost containment
is required. An example of the difficulty in implementing
this concept was that during this year's annual meeting,
when the American Medical Association (AMA) House of
delegates was on the verge of endorsing a call to limit the
number of residency slots to 110% of US graduates, it was
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challenged by medical student delegates and others who
claimed that such a decision was premature and capricious
because not enough study had been conducted. Manipula-
tion of the educational process is the issue in the academic
community while the providers of medical care, the practis-
ing physicians and hospital administrators wrestle with the
necessity and the immediacy of change.

And so, while the national need for consensus has clearly
arrived, the actual process to change the work force has
already started. This is an important 'first step? in re-tooling
the industry, and while who is going to be squeezed and
who is not, will emerge, it remains clear that the USA
no longer requires physicians from foreign countries to
immigrate. In fact, those already here are having increasing
difficulty finding positions to train in primary care careers
and in the specialties and superspecialties.
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The XVI International Cancer Congress, New Delhi,
31 October to 5 November 1994

There are, at any given point of time, 18 million cases of
cancer world wide! Of the 6 million new cases seen every
year about 50% are in developing countries. Considering
such statistics, the most important fact about the XVI Inter-
national Cancer Congress was that it was being held in a
developing country for the first time, and after three
decades, in Asia. Scientists from more than 80 countries
attended this quadrennial meeting.

The pace and mood was set by a pre-conference press
briefing in which Dr P.B. Desai, Director of the Tata
Memorial Centre and Secretary-General of the Congress
said that cancer is curable, if detected early and checked in
its virulent growth. This seemed to be the pivotal theme of
the Congress. Early diagnosis of this lethal disease, preven-
tive education, effective research and treatment and sound
palliative support systems emerged as catchwords and the
majority of discussions worked along a basic framework set
by these concepts.

A major message of the Congress was the explosion of
the myth that cancer is mainly a disease of the industrialized
world. While the incidence of cancer in developing countries
is much lower than that in the developed world, 60% of the
cancer load is carried by poorer nations because of their

huge populations. Although priorities for this region have
always been malaria, tuberculosis and malnutrition, the fact
is that about 70% of the 4.3 million cancer deaths are from
the developing world. Jan Stjernsward, Chief of the Cancer
and Palliative Care Unit of the World Health Organization
advocated basic changes in education, legislation and the
public health system to check the further spread of cancer.
He felt that India had a strong anti-cancer policy and Federal
money for cancer control had increased six-fold since 1980.
But we had failed to act effectively against the use of
tobacco which was the cause of one-third of all cancers.

In fact tobacco featured prominently in the Congress.
Richard Peto of the United Kingdom (UK) presented a
plenary lecture on tobacco as a cancer causing agent and
discussed at length the results of a 4O-year statistical
survey of smoking in the UK. According to Peto, in develop-
ing countries, the real impact of smoking on mortality figures
has not yet been realized. It is only when the young smokers
of today reach middle age that tobacco will take its full
toll. Tobacco-related cancers and the ways in which this
voluntarily chosen habit of millions all over the world could
be checked were the topic of many presentations during the
Congress.

A.B. Miller, Chairman of the' Department of Preventive
Medicine and Biostatistics at the University of Toronto,
Canada explained that in developing countries, where 80%


