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MVjany doctors play a part in the large voluntary medical sector in
Ind,a, but perhaps wherc Indian doctors most excel is in private
enterprise, whether it is setting up a special service such as teaching
seminars for general practitioners or establishing a showpiece
specialist hospital. And no medical traveller in India could fail to be
impressed by the pioneer rural health projects (ofwhich a number of
independent ones have been set up), although they may well ask
themselves why the existing services fall such a long way behind
what may be achieved with similar resources.
One of the best examples of individual enterprise that I saw was

the Aravind Eye Hospital near Madurai in Tamil Nadu. The
hospital was established in 1976 by Dr G Venkataswamy, a retired
consultant ophthalmologist, and provides specialist eye care for a
district of about 5 million people. It is non-profit making and care is
free for over half the patients, among whom the main cause of
blindness is nutritional, attributed to a mixture of vitamin A and
protein deficiency. Much of the work entails removing cataracts,
and the high standard of practice in both the hospital and the mobile
eye camps that it runs attracts ophthalmologists from all over the
world.
Dr Venkataswamy's views were interesting: "We don't want your

(the West's) money, nor your doctors, but we do need your
managerial skills," he said. His belief was that the state medical
services in India are badly managed. Far too much money was spent
on buying CT scanners and other expensive equipment, in an
attempt to provide the same facilities that are on offer at the top
private hospitals, and no priority was given to basic health care.
India should invest in some really good health care administrators
and some skilled media men. It might then be possible to sell
primary health care successfully; after all, vigorous advertising had
enabled a well known tobacco company to sell 10 billion rupees
worth of ill health in the form of cigarettes.

Plans, problems, and the future

It was a challenging suggestion and one that, in spirit, accorded
with the views of several doctors that I met. Nevertheless, the
problems of organising coordinated primary health care pro-
grammes in a state (let alone the country as a whole) are considerable
and the failure of some state health departments to ensure that
existing programmes are implemented fully is, no doubt, more than
a function ofwhat was described to me as their lack ofcommitment.

Awareness of the needs and priorities of the consumer are obviously
crucial to the success of any programme health or otherwise. (A
point well illustrated by the example I heard where one state had
effected a dramatic increase in school attendance-from abysmal
figures to over the 90% level-simply by providing the children with
a midday meal.) Enlisting the help of local people who the villagers
trust is another important factor and one which those running
independent rural health care projects were quick to point out.

Apparently independent rural health care projects (in common
with the private medical institutions) are usually welcomed by state
government health departments-even though their success may
risk showing existing government schemes in a less than favourable
light. But one doctor I talked to had, for "various reasons," had his
scheme effectively closed by state health officials (despite excellent
health statistics in the area concerned). The situation sounded
complex and doubtless many issues were at stake but whatever the
nature of the problems it seems true to say that excellent projects
may generate little more than local interest and no appreciable
pressure for change-possibly because there is no good forum
where the work may be discussed and disseminated and few publish
their results where they may be read widely.
Another problem seems to be the fact, or at least the feeling, that

whatever the ideals, aspirations, and achievements of an individual
or group of individuals "the system" is opposed to change and it is
almost impossible to make an impact. Being largely unaware ofwhat
constitutes "the system" or indeed the ramifications of officialdom
behind the medical services it was hard to relate to this point of view
but I could not but be saddened by tales of dissatisfaction and
disillusionment, especially among doctors working in the public
sector, and the open admission that corruption is no stranger to
medicine. Some believed that the change of government augered
well for the future and that the prospects for better health for the
people (and the profession) were round the corner. Many were less
sure and I can only hope that the view of one young registrar in
central government service was wholly unrepresentative "Things
have to get better," he said. Why? "simply because I cannot
envisage them being worse."
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What is the scientific basis for refusing to take a blood donationfrom a person wi'th
a blood pressure of 170/100?

Health screening procedures before blood donation are designed to ensure
that so far as possible no harm will come to either the donor or the recipient
of the blood. The donor must therefore appear to be physically fit and well.
Blood pressures of 170/100 merely border on the range regarded as indicative
of hypertension. Your questioner rightly challenges the scientific validity of
rejecting donors at this level. Rejection of such donors results in anxiety to
themselves and inconvenience to their general practitioners since subse-
quent blood pressure readings are so frequently normal. Hypertension is,
however, regarded as an underdiagnosed condition. At pressures exceeding
this value it has been considered that investigation is justified and that
considerably increased morbidity is likely. The risks associated with a blood
pressure of 170/100 are not likely to be perceptibly different from that of the
normal population, but figures of this order have become accepted as the cut
off point above which the diagnosis of hypertension is considered. Voluntary
blood donation from people with pressures up to 200/100 has, in fact, not
been shown to be associated with any increased rate ofdonor complications.2
Few donors experience transient episodes of profound hypotension after
donation. If this were to occur in the presence of the cerebrovascular or
coronary disease that is associated with hypertension serious ischaemia could
result. In general, therefore, the risks of such mishaps will probably increase
with the severity of hypertension. It seems best, so far as the safety of
volunteer donors is concerned, to err on the side of caution. Donors carried

away by ambulance make for extremely bad publicity for the National Blood
Transfusion Service.-j A F NAPIER, director, Welsh Regional Blood
Transfusion Service, Cardiff.

1 Coope J. Hypertension in general practice: what is to be done? Br Med 1984;288:880-1.
2 Tomasulo PA el al. A study of cnrteria for blood donor referral. Transfusion 1980;20:511-8.

If a woman does not experience withdrawal bleeding when taking the comrbined
contraceptive pill should the pill be stopped?

Absence of withdrawal bleeding in women taking the combined contracep-
tive pill is common and is not an indication for discontinuing the
preparation. Excluding pregnancy is, however, a reasonable precaution.-
G J LEWIS, consultant gynaecologist, Stourbridge.

Correction

Fluid intake during marathon type races
The first sentence to this answer to an Any Questions (30 March, p 988) should read:
"The volume of fluid lost by perspiration and evaporation during marathon racing
obviously depends on the ambient temperature but may amount to 20%/o of body weight
(around 15 1 for someone weighing 70 kg)."
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