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have excessively large classes, rely mainly on lectures, and farm out
their students on elective clerkships to small private American
hospitals. Here the students often receive no teaching, but wander
about aimlessly and spend most of their time sitting in the doctors'
lounge reading their textbooks.

Disaccredited Caribbean schools

Added to this has been much unfavourable publicity about in-
cidents ofdownright fraud. Last year some 17 000 candidates had to
retake the educational council for foreign medical graduates exam-
ination because stolen copies of the exam question had allegedly
been sold to candidates. It also turned out that graduates from some
of the Caribbean schools had been coming with false medical
transcripts and diplomas. Last year a 58 year old Peruvian was
imprisoned after being unmasked by an undercover nurse: he had
paid nearly $20 000 to obtain falsified papers and transcripts; and it
seems that this man had sold false certificates to some 165 people for
a total of $1*5 million. In response to reports about inadequate
training and fraud several states, notably California and Florida,
disaccredited certain Caribbean schools and adopted new tough
rules against registering foreign graduates. In Illinois, where a court
had forbidden the state to discriminate against Caribbean schools,
the department of registration responded by deciding to evaluate all
foreign medical schools whose graduates wanted temporary licences.
All this, combined with the difficulties in obtaining preregistration
posts, indicates that foreign graduates coming to the United States
will find the going increasingly difficult, as excessive budgetary cuts
are shrinking the pie and the pieces available to go around are
getting smaller each year.

What about, then, the nearly 100 000 foreign doctors already
settled in practice in the United States? Most are doing well, but for
some life is no picnic, specially if they are latecomers who had to
settle in the less desirable parts of the country. They do not always
like foreigners in some of the remote communities, if for no other
reason than that they look different, speak differently, and are
so hard to understand. Some foreign doctors have settled down
successfully in Apalachia, in Mississippi, and in West Virginia, and
some work seven days a week to fulfil a real need.4 They are
gradually being processed by this extraordinary melting pot, and
their gum-chewing children will soon be indistinguishable from
their classmates. Yet I often think ofthe young doctor practising in a
small mountain town but most anxious to move to Chicago. He
wanted to get married, and his parents had arranged a suitable
match with a lady from Calcutta. But his prospective bride, while
willing to come to Chicago, had definitely ruled out living in the
mountain town where her fiance was carrying out his lonely practice.

Yet he may consider himself fortunate, this young man, com-
pared with the thousands languishing at the foot of the mountain.
For the medical schools are large and their machinery is ponderous,
not easily slowed down in midstream. In the foreseeable future these
schools will continue to pour out their products into an already
oversaturated market. And so long as this goes on the prospects of
the foreign medical graduates will remain depressingly dim.
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Communicable Diseases

Prevention of malaria in pregnancy and early childhood

Prepared by the Public Health Laboratory Service Malaria Reference Laboratory

During pregnancy and early childhood protection against malaria is
essential in risk areas. Some of the antimalarial drugs are contra-
indicated, but it is usually possible to recommend a safe and
effective schedule which will provide satisfactory protection.
The reasons why malaria is specially hazardous in pregnancy have

recently been reviewed by Bruce-Chwatt and in a leading article in
the Lancet, which emphasised the risk to the fetus caused by malaria
in pregnancy.' 2 For these reasons, and for the general one that it is
better to abstain from all drug treatment during pregnancy and early
childhood, exposure to malaria is best avoided; but if a woman
decides that a visit to a malarious area is unavoidable protection is
essential. Probably the best way to make a decision about the correct
prophylaxis for these special groups is to determine firstly what
would be recommended for the normal adult, and then to consider
whether any of the chosen drugs are contraindicated in pregnancy or
early childhood.3 4

In deciding on the advice to be given it is, as usual, necessary to
balance the risk of malaria against the risk of the antimalarial drugs
recommended. The visitor to tropical Africa and coastal New Guinea
is at considerable risk, and protection should be as complete as
possible. In other parts of the world more detailed information may
show that there is little or no risk in parts of some of the countries
classified as malarious.4

Pregnancy

Proguanil is generally recognised as being safe during pregnancy
but has the disadvantage that in many places the malaria parasites,
especially Plasmodium falciparum, are resistant; it is still effective
against most strains ofP vivax.

Chloroquine in the doses used for malaria prophylaxis is consid-
ered safe. The much larger doses used in treating collagen disease
are contraindicated in pregnancy, and as a result some authorities
are unwilling to use it at all during pregnancy. This restriction
should not apply to the smaller doses used for prophylaxis. For
preventing vivax malaria and susceptible strains of P falciparum
chloroquine is probably the drug of choice.

Problems arise when there is resistance to chloroquine. The
generally recommended complementary drugs to prevent infection
withPfalciparum are combinations ofpyrimethamine with dapsone,
a sulphone (Maloprim), and with sulfadoxine, a sulphonamide
(Fansidar). Fears about the teratogenicity of pyrimethamine in
early months of pregnancy are based on studies in rats; there
is no convincing evidence that this occurs in man. Well reasoned
arguments suggest that both drugs are safe during early pregnancy
and that the theoretical objection to Fansidar in late pregnancy (that
sulphonamides compete with bilirubin for plasma proteins and may
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therefore cause kernicterus in premature newborn babies) is ground-
less.5 The manufacturers of the drug, however, recommend that:
"Fansidar should not be administered in the first trimester of preg-
nancy," and: "Fansidar should not be administered prophylactically
in the last two weeks of pregnancy." The illogical result is that
Maloprim has been considered safe but Fansidar toxic.6 On the
available evidence ideally neither Fansidar nor Maloprim should be
used in the first three months and last two weeks of pregnancy. If
maximum protection is required in areas of intense malaria, such as
tropical Africa, the potential hazards must be explained to the
traveller. Proguanil or chloroquine should be used all through
pregnancy, even if resistant P falciparum is found locally, as these
drugs give protection against P vivax and susceptible strains of P
falciparum. Folate supplements are recommended while Fansidar or
Maloprim is used during pregnancy.

Precautions to avoid bites by infected insects, such as sensible
clothing, screens or nets, and repellents, are especially important
during pregnancy.

Young children

Young children require protection from malaria, but some of the
antimalarials are contraindicated in the very young; there is also
some difference of opinion about dosage. The best advice is that
these children should not be exposed to infection unnecessarily; if it
is unavoidable then protection against mosquito bites is essential in
addition to drug prophylaxis.

Proguanil and chloroquine may be given to infants of any age.
Maloprim and Fansidar are contraindicated in infants under
6 weeks old because of the immaturity of enzyme systems in the
very young. These very young children must rely on proguanil or
chloroquine and rigorous protection against mosquito bites.
As Fansidar and Maloprim are excreted in milk, these drugs

should not be given to lactating mothers while the infant is less than
6 weeks old.

Dosage for children

Various authorities make widely divergent recommendations on
doses for children, especially during the early months,56 as they
have tried to balance possible toxic effects against the need for a dose
large enough to prevent malaria. Manufacturers tend to recommend
rather smaller doses than clinicians, who have been impressed by
experience of severe malaria in children taking small doses of
prophylactic drugs. The conclusion seems to be that the drugs

What is the risk in becoming pregnant for a young woman with a functional
single ventricle? What contraception is advised?

Very few women with this abnormality have so far been reported as
becoming pregnant: there has been one death after termination of
pregnancy, but at least three patients have had successful pregnancies.1-3
Indeed one has had two children.3 The risk in pregnancy depends mainly
on whether the patient has developed Eisenmenger's syndrome, in which
the maternal mortality is between 30 and 50%,4 and the perinatal mortality
is also high. Single ventricle is one of several anatomical causes of
Eisenmenger's syndrome, which is characterised by a right to left shunt
and pulmonary hypertension.5 Maternal death tends to occur in the
puerperium, due to alterations in shunting, but it may also be caused by
thromboembolism.4 According to one British series' all patients with a
single ventricle show signs of the Eisenmenger syndrome, but in an
American series of young patients with single ventricle undergoing cardiac
catheterisation about a quarter of the patients without pulmonary stenosis
had normal pulmonary vascular resistance. The Eisenmenger syndrome
may not develop until adolescence or early adult life,5 and if this patient is
contemplating pregnancy it may be wise to consider cardiac catheterisation
to determine whether or not she has pulmonary hypertension. If she does

should be given only when they are really necessary, but if they are
given the dose should be sufficient to ensure protection.
The recommended doses are shown in the table. These are only

slightly modified from those recommended previously, with smaller
doses for the very young.6 For prophylaxis in premature infants the
advice of a paediatrician is required.

Recommended doses ofantimalarial drugs for prophylaxis in childhood

Chloroquine, Fansidar,
Age proguanil Maloprim

(proportion of adult dose) (proportion of adult dose)

0-5 weeks l/ Not recommended
6 weeks-S months 1/4 1A
6 months-1 year 1/4 1/4
1-5 years (5-20 kg) ½h 1½2
6-12 years (20-40 kg) 3/4 3/4
Over 12 years (140 kg) Adult dose Adult dose

Body weight is a better determinant of dose than age.

There remains the problem of persuading young children to
swallow the drugs. Commercial brands of chloroquine syrup are
available (Nivaquine, Malarivon). Fansidar syrup will soon be avail-
able. For the other drugs, tablets may be crushed and given with
honey or jam. Some drug firms are preparing "paediatric" tablets.

Semi-immune people

For protecting the semi-immune (those who have been exposed to
intense risk of malaria throughout their lives) the same principles
may be applied, but the decision to undertake prophylaxis of large
groups (of whom pregnant women and small children are the most
suitable candidates) is one for the public health authorities.4 The
treatment of malaria is beyond the scope of this article, but it
remains a severe disease, both in pregnancy and in the very young.
Control of the infection as quickly as possible should take prece-
dence over the possible toxicity of the drugs, though the latter
consideration is relevant for prophylaxis for the traveller to areas
where the risk of malaria is quite small.
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she should be advised against becoming pregnant. The only cure for
Eisenmenger's syndrome, heart-lung transplantation, must still be con-
sidered experimental,4 but because of possible future developments in this
area this patient may prefer not to be sterilised but to use reversible
contraception. No method is ideal; there is a risk of thromboembolism with
the combined pill and a risk of bacterial endocarditis with the intrauterine
contraceptive device. Some authorities would nevertheless recommend an
intrauterine contraceptive device, with antibiotic cover at the time of
insertion. A possible alternative method is long acting progestogen
injections. Methods with higher failure rates are unsuitable for a woman
with Eisenmenger's syndrome because the mortality of termination of
pregnancy in such patients is reported to be 7%.4-JAMES OWEN DRIFE,
senior lecturer in obstetrics and gynaecology, Leicester.
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