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tionally characterized by a low mean energy intake (6988 kl),
being non-smokers, lean and very active physically. In these
respects, some will recollect an African study of 1925, on the
Masai in Kenya-a pastoral population with a high intake of fat,
which supplied 40%--45% energy." However, as noted subse-
quently, they have a low occurrence of atherosclerotic lesions,
attributed in large measure to their low energy intake and their
high level of activity. In South Africa, two generations ago, in
urban Africans in Johnnesburg, the low extent of atherosclerosis
lesions in the aorta of elderly Africans resembled those of young
White adults" and they had a relatively low mean serum choles-
terollevel (4.5 mmol/L)." At that time, coronary heart disease
(CHD) still had a low occurrence." which continued to be so until
quite recently." This relative rarity of CHD in town-dwellers is
puzzling. However, the disease was very uncommon in African
Americans as late as the 1970s.23 Also, in London during the same
period, Caribbean Africans had a tenth of the heart attack rate
compared to the White population." Currently, in the USA, such
has been the increase that the mortality rate of African American
women from CHD exceeds that of White American women."
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A. R. P. WALKER

PROHIBITION IS BANNED ...
Gandhiji believed in prohibiting the intake of alcoholic beverages.
In the early years of Independence, when he was still of some
relevance to the country, the framers of our constitution incorpo-
rated a directive: ' ... the state shall endeavour to bring about
prohibition of the use except for medicinal purposes of intoxicat-
ing drinks and of drugs which are injurious to health ... '

Tamil Nadu has an ambiguous relationship with this principle.
Prohibition is a powerful magnet for votes. Almost in a block,
women are in favour, and that brings in close to half the votes to the
party that promises to introduce it. Since all men do not oppose it,
there is a strong possibility of the prohibition plank carrying the
party to power. Unfortunately, alcohol is a rich source of revenue to
the government, and most parties find some excuse to permit its
consumption. A section of the underworld welcomes prohibition
since it opens the door to bootlegging. Members oflaw enforcement
agencies ofienjoin hands with them to enrich themselves. This has
been the downside to prohibition wherever it has been introduced in
the world. The failed attempt to introduce it in the USA is a classic
example, and Tamil Nadu has been no more successful than that.

The recent spate of deaths from the consumption of illicit liquor
prompted interim Chief Minister Mr Panneerselvam to offer
cheap and presumably unadulterated liquor to Tamil tipplers with

the seal of approval of his government, to keep them from drinking
the wrong stuff. There were three problems with this idea. First, it
had women up in arms, as it would presumably induce still more
men to drink. Second, it deprived the state of a considerable part
of its income. And third, it provided a useful weapon for politi-
cians from the opposition to attack the government.

Mr Panneerselvam inevitably yielded place to Dr Jayalalithaa.
We were reminded of the parlous state of Tamil Nadu' s finances,
and the Budget presented in March banished the very thought of
cheap liquor. The government's favoured brand of intoxicant was
back to its old price. Besides, the government added another
alcohol-based source of revenue. One of the ways in which the
state governments of both parties have pretended to discourage the
intake of alcohol is by permitting the sale but not the consumption
of liquor in public. There are wine shops everywhere, and you
could buy whatever you desired, but you had to take it home to
drink it. Since this would often cause domestic strife, most wine
shops would have a little room where favoured customers could
take their legally bought ambrosia and illegally drink it. All ittook
was a small sop to the guardians of the law, who imposed their
own unofficial licence fees and looked the other way. The finance
minister decided he might as well take this levy and make the state
richer, and so he licensed the bars at a price, Rs 300000 a year in
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towns and Rs 100 000 a year in rural areas. Wine shops welcomed
this permission for their customers to imbibe alcohol on the
premises, but cribbed about the price. Why not bring it down to
Rs 200 000 in towns and still less in the villages, they asked.
Drinkers welcomed the announcement too. However, the poorer
among them wanted cheap liquor to remain, and were not im-
pressed with the idea of having a legitimate drinking place.

In my school days, there were toddy shops at the corner of every
street, and we learned to keep as far away from them as possible.
They smelled foul, and we ran the risk of physical violence if we
strayed too close. Are we likely to return to that state of affairs?

The kite flying season in Chennai starts after the monsoon ends in
December. Children often fly kites on the roads. The real joy of
flying a kite is not in watching your kite soar to the heights, but in
cutting the string of someone else's kite and letting it float away.
This requires a special string coated with powdered glass, com-
monly called manja.

A kite pulling at its manja string across a crowded road can be
a lethal weapon. Recently, two young people riding two-wheelers
had their throats cut. One of them died, the other managed to ride
home bleeding profusely, and was rushed to a hospital in time to
staunch the flow of blood. Fortunately, there was no injury to other
structures in the neck, and she is now well. The incidents provoked
a debate in the opinion pages of the newspapers, with a majority
of writers demanding a ban on kite flying on the roads. A few
suggested that only manja should be banned, and kites could be
flown with simple twine. While perhaps not as deadly, this could
cause accidents too.

The answer, to my mind, is simple. Roads are meant for traffic,
and playing fields for outdoor games. On the roads, games of any
kind are a hazard. One sometimes turns a corner and has to jam
one's brakes because a budding Kapil Dev is trying to york a
nascent Tendulkar across the road. With the police promising to get
tough, we must mind our language. Telling someone to go fly a kite
could be construed as an incitement to crime.

Among his numerous good works, Sathya Sai Baba has entered
the medical field too. He runs two big hospitals, in Puttaparthi and
in Whitefield near Bangalore, and patients pay nothing at all for
treatment there. At a ceremony to mark the first anniversary of the
Whitefield hospital, he said he would build a hospital for Mumbai
too, if the government would give him land free for the project. He
decried the trend to establish corporate hospitals for profit. He said
all patients who came to a hospital should be treated, and none
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should be turned away for lack of money. That would indeed be an
ideal world. However, it is common knowledge that the renal
transplant programme of the Puttaparthi hospital, which ran for a
while and provided a number of patients with transplants free of
cost, has quietly been terminated. Health Minister C. P. Thakur,
who was present, made a plea that he should turn his attention to
the North and the North East, including his home state of Bihar,
whose need was greater than that of Bangalore.

The Sri Venkateswara Medical College at Tirupati and the
Government Medical College at Anantapur were unable to fill 5
and 15 seats, respectively, in their non-resident Indian (NRI)
quota. The Government of Andhra Pradesh has permitted them to
allotthe seats to local applicants and to collectthe equivalent ofthe
fees in rupees. That amounts to US$ 10000 a yearforfour-and-a-
half years. With all avenues of investment of funds uncertain, and
even the Unit Trust returning only a fraction of what we invested
with them, perhaps it makes sense to purchase a medical degree
even at this price!

The Clinical Epidemiology Unit of the Madras Medical Col-
lege and the Indian Statistical Institute conducted a study in
Chennai and in various rural and urban centres in the state to
evaluate healthcare utilization patterns, considering accessibility,
availability and cost of healthcare, and the preferences of the
public, among other things. The study found that 58% of patients
in Chennai and 52% in other towns would rather go to a private
centre in spite of the high cost. Even in rural areas, 40% of patients
went to private medical practitioners. The reasons cited were lack
of the most basic equipment and supplies including needles,
drugs, intravenous fluids and even cotton, as well as long delays,
rampant corruption and the indifferent attitude of doctors in
government hospitals.

This study only establishes in a scientific manner what we have
known for a long time. It has been conducted by organizations
which have no ulterior motives, and can be accepted to be impartial.
One would expect the government to take the message to heart, and
to make every effort to bring people back to its hospitals. Alas, the
Health Minister of Tamil Nadu, while inaugurating a meeting of the
Indian Medical Association and the Nursing Home Board, spoke of
introducing an Act to regulate private hospitals. If only the Minister
could ensure better service in the institutions he is responsible for,
people would have a real choice.

M. K. MAN!

NURSES SHOW US THE WAY
It was a pleasant surprise to learn of a research project being carried
out by Ms Anita Collins, Lecturer at theLeelabai Thackersey College
of Nursing, Shreemati Nathibai Damodar Thackersey Women's
University (SNDT University) in Mumbai. It has as its title 'Effect of
planned teaching on the moral reasoning of nurse educators, their
perception regarding their current teaching practices and the pro-
jected future inclusion of ethics in nursing curriculum'.

While working for her Master's degree, Ms Collins analysed
the contents of the nursing curriculum and found that the inculca-

tion of values formed a negligible portion. Little or nothing was
being done to help nurses to reason critically on whether their
attitudes and actions were ethically sound. Ms Collins points out
that nurses are involved with and intervene in the lives of those
under their care, often when these patients are at their most
vulnerable. Since nursing is a caring profession and has, from its
origins, been promoted as a moral endeavour, it is imperative that
positive values and the means for conforming to them be taught in
a formal, well-planned manner.

Her study is aimed, in part, at developing teaching modules on


