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rate for those qualified in 1988 or earlier (£420 for consultants and
£370 for non-consultants).

The MDDUS has an annual general meeting in the autumn
which considers the annual report and elects members to its
council which numbers over 30 and includes doctors from a wide
cross-section of medicine. In addition, there are specific commit-
tees such as the hospital advisory committee, dental advisory
committee and the GP clinical advisory panel. The whole organi-
zation, with a turnover of over £ I0 million, is efficiently serviced
by a core of seven executive officers and senior staff.

'So what?' you may be asking yourself as you read this. The
point is that as doctors we should aim to practise medicine of the
highest standard. However, things can, and do, go wrong and in
those cases it is important to have the best possible medico-legal
advice and assistance. This should not be seen as something
which is a crutch for incompetent doctors or as a mechanism to
obfuscate the public or the courts, but rather to ensure that all the
facts relating to any medical litigation or incident are considered.

To illustrate at a practical level what the MDDUS does, in a
recent edition of its journal Summons, 1 it provided guidelines for
members on home confinement. discussed the issue of medical
records in private hospitals. and had an article on 'Law. ethics and
the modem medical practitioner' by Professor Sheila McLean,
holder of the International Bar Association Chair of Law and
Ethics at the University of Glasgow There were reports relating
to MDDUS members' experiences in cases involving a reduction
mammoplasty, a postoperative deep vein thrombosis and difficult
tooth extractions.
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My only personal experience of the MDDUS was following a
summons to give evidence at an FAI set up after four patients died
in an outbreak of E. coli. 0157 in two psychogeriatric wards.'
Although there were no problems about there being any conflict
of interest between myself and the health board (authority)
running the hospital, the MDDUS ensured there was representa-
tion for me at the FAI.

More importantly in my opinion, they told me what actually
happens in an FA!, what to expect, and what I could do; for
example, refer to contemporaneous notes whilst giving evidence.
Going to court is not an easy thing and it is best to be prepared. I've
seen perfectly competent and confident doctors who must have
wished that the floor would open and swallow them up as they
struggled through the evidence or failed to answer even the
simplest question. It goes without saying, when in court, tell the
truth.

Doctors throughout the world face pressures, but having a
highly professional and accessible organization such as the
MDDUS in Scotland makes the work of doctors here just a little
easier.
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Most Americans believe that there are too many doctors in
practice and especially too many specialists. And as 'managed
care' administrative entities continue to govern their access to and
payment for care, there is a general consensus that physician
oversupply is responsible for the prohibitive costs. This is also
reflected by the fact that the number of physicians has grown 1.5
times the rate of the general population-from 150 per 100000
people in 1970 to 245 in 1992.

The Clinton administration learned much from its failed at-
tempt at health care reform and phased back when it became
evident that the government could not fix this complicated ever-
growing problem.

Going back a few years, two Congressional advisory bodies-
the Physician Payment Review Commission and the Prospective
Payment Assessment Commission-said that the government
should set physician workforce goals and make Medicare a key
vehicle for making changes. They opined that as most of the
Federal support is provided through Medicare payments to hospi-
tals, tailoring these payments to reflect the nation's needs would
be appropriate.

Last year, the Pew Health Professions Commission proposed
cuts in the physician supply by closing down 20% of the nation's
medical schools and reducing graduate medical education
(GME)-internships and residencies-to 110% of US graduates.
This year, the Institute of Medicine (10M) joined the long line of

prestigious groups, with a series of recommendations that would
revamp the nation's medical training systems and the government
programmes that support it. 10M's 'The Nation's Physician
Workforce: Options for Balancing Supply and Requirements' is
regarded as less draconian than the Pew report which drew the ire
of the American Association of Medical Colleges (AAMC) which
declared the 10M study 'right on target', and' ... in keeping with
positions taken by the AAMC to address the growing imbalances
between the future supply of physicians and the perceived public
need for physician services'. The 10M report is another useful
contribution to the debate, but it suffers along with all the others
in lacking the methods of implementation', according to a leading
authority representing organized medicine.

The 10M recommends freezing the number of medical schools
and their class sizes and cutting Federal funding so that the
number of first-year residency slots is closer to the number of US
graduates. Alternate funding is to be sought for hospitals depen-
dent on international medical graduates (IMGs), which provide
substantial care to the poor. The Department of Health and Human
Services would be charged with making information on physician
supply, demand, and career opportunities available to policy-
makers, educators and health care organizations such as the
American Medical Association (AMA) and others. I

Both Congress and the President are moving to reshape Fed-
eral spending for graduate medical education as these and other
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studies have proposed. However, concrete changes remain buried
in the Federal budget morass as the furious party-line debate
continues on how best to balance the national budget. At present,
Medicare is reimbursing hospitals for costs associated with more
than 77 600 residencies, or 42% more than would be needed to
accommodate every graduate of a US medical school. It pays
direct costs such as the residents' stipends, based on a hospital-
specific per resident cost, with no difference between US citizens
and other trainees. Indirect expenses such as additional tests
ordered as part of the teaching process add on about 7.7% for
every 10 residents per 100 beds to the teaching hospitals' Medi-
care payment.t The recent Presidential veto ofthe budget bill has
brought current official action to a.halt but there is anxiety that the
inevitable cutbacks will have profound effects on GME.

International medical graduates remain sceptical, because
they have always been the first targets for removal. The 10M
report includes the statement: 'no persuasive rationale can be put
forward for leaving the incentives and openings in place for IMGs
to practice in the United States while curtailing the opportunities
for the nation's own youth to enter a distinguished profession.'
IMGs are questioning a national physician surplus, some wonder
if it is more a problem of maldistribution. The reason the 10M
performed the study in the first place, was to find out how doctor
surpluses affect society. The 10M panel concluded that the
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present physician surplus is of very little discernible benefit to
society.

The market for physician services is changing so that the
income gap between primary care and specialty medicine is
shrinking. Surveys of expected starting salaries and the 'want'
advertisements for physicians both suggest an increase in demand
and incomes for generalists and a decline for many procedure-
oriented specialties. Recent data show that incomes fell in most
specialties in 1994 but remained steady in family practice and
internal medicine. While the percentage of senior medical stu-
dents expecting to be certified in generalist fields increased for the
third time in a row in 1994, the interest in generalist careers is still
lower than in 1980, offset by the continued influx of graduates
from medical schools in other countries. As the entire health care
industry continues in the throes of rapid changes, some clarity is
beginning to emerge. The IMG is no longer needed and in many
places no longer wanted.
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TUBERCULOSIS AND HIV INFECTION IN
SOUTHERN AFRICA
The World Health Organization (WHO) has declared tuberculosis
(TB) to be a global emergency. Factors aggravating the disease
include deteriorating socio-economic conditions, rising poverty
and homelessness, a breakdown in TB control programmes, the
emergence of multi drug resistant tuberculosis (MDR TB),
nosocomial outbreaks of TB affecting health care workers, HIV-
positive patients, and an increase in the number ofTB patients in
the wake of the HIV epidemic.

Concurrent with the epidemic of AIDS, there has been a
resurgence of tuberculosis, WHO estimates that the annual num-
ber of new cases will increase from 7.5 million in 1990 to 10.2
million in 2000, a global burden of almost 90 million new cases
during this decade. Deaths attributable to tuberculosis are likely
to rise from 2.5 million in 1990 to 3.5 million by 2000, making a
total of 30 million deaths during the 1990s, i.e. one-quarter of all
preventable adult deaths. All this is taking place in spite of
knowing the cause of the disease for more than a century and the
availability of effective treatment for half that time.

In Africa, the TB case load is increasing steadily. Average
notification rates indicate that the total number of cases (all forms)
registered in the Africa region, increased from 273 825 in 1984-
86 to 414 542 in 1990-93.

South Africa's TB problem reflects that of the global commu-
nity. More cases of TB than of any other infectious disease are
reported annually. There were 82 500 cases in 1992, with an
overall incidence rate of about 250/ I00 000 population. The basic
epidemiology of the disease in South Africa is well described.

While the rate for the white population is only 17per 100 ODD, that
forthe coloured population in the Western Cape is 700/1 00000-
the highest in the world.

In South Africa, among pregnant African women the current
HIV infection rate is 7.6%; it is 15% in Kwa-Zulu.

Understandably, regionally, the dual epidemics ofTB and HIV
infection are threatening to overwhelm the already strained health
care systems of many countries, especially in the continents of
Africa and Asia, where high rates of both TB and HIV prevail. In
South Africa, as an extreme example, at Hlabisa Hospital, a
typical rural district hospital in northern Kwa-Zulu, 35% of
African adults diagnosed with tuberculosis in mid-1993 were
HIV-positive.

What of the possibilities of prevention? Many years ago South
Africa was one of the first countries to institute compulsory
vaccination in the newborn. However, later it was abandoned
because of lack of finance and facilities to carry it out, and because
its effectiveness was impaired by the immune-compromising
combination of malnutrition, overcrowding and infections. To
provide regular prophylaxis by administering antituberculous
drugs to all at risk, especially HIV-infected persons, was found to
be too great and too costly a task.

Tuberculosis control in South Africa is inadequate, and it is a
formidable task. The South African Tuberculosis Control
Programme (TBCP) has estimated a control rate of less than 70%
for 1991, an alarmingly high figure in the light of the increasing
HIV epidemic in the country. The failure to control TB is, in large
part, a result ofthe previous government's discrimination, and the
fragmentation of health services.


