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105 000 body parts retained in the UK, census says

Wide-ranging reform of the way
necropsy material is obtained

and retained by the UK medical pro-
fession was announced by Chief
Medical Officer (CMO), Liam
Donaldson, on Jan 30. Donaldson
presented results of a nationwide cen-
sus which revealed that 105 000
organs, body parts, and fetuses are
being retained across England in 210
National Health Service trusts and
medical schools. 25 institutions
account for nearly 90% of the body
parts retained, with over 16 000
organs retained illegally. On the same
day, a 600 page report by Michael
Redfern, QC, into the stockpiling of
organs at Alder Hey hospital in
Liverpool, condemned Professor Dick
van Velzen, the pathologist at the cen-
tre of the scandal (see panel).

The CMO’s census also investi-
gated how the body parts had been
disposed of. The most common speci-
fied method of disposal during
1970–99 was as clinical waste, a fact
“that is going to be quite shocking to
relatives and the public”, Donaldson
said. He also pointed out that more
emphasis was needed on sensitivity
and respect. An organ or body part is
not something to be taken and
retained by doctors, but a “gift for
which we feel and express gratitude”.

A weak and poorly understood legal
framework has allowed bad practice

to flourish, the report says, and the
current disordered, insensitive, and in
many instances illegal, practices will
be the subject of root-and-branch
reform. In addition, there is confusion
over what the term “tissue” means.
Many parents believed that it refers to
only very small pieces of organs.

In the UK, there  are two types of
necropsies. Coroner’s necropsies are
legally compulsory in order to estab-
lish cause of death. Current legisla-
tion dictates that human material may
be preserved after the examination
only if it has bearing on the determi-
nation of cause of death. The CMO’s
census revealed that this legal require-
ment has been routinely flouted, with
the result that tissues unrelated to
cause of death have been illegally
retained. Since relatives have no
choice in whether a coroner’s
necropsy is done, “an early change in

the law is required” to clarify the
limits to coroners’ powers, the report
says.

The second type of necropsy is not
compulsory, but done to confirm pre-
mortem diagnosis. Legislation cover-
ing such necropsies use a concept of
“do not object” as the basis for gain-
ing cooperation from relatives for
post-mortem examinations to be
done. This, said the CMO’s report, is
now “outmoded and paternalistic”.

As a consequence, immediate steps
are being taken to amend the Human
Tissue Act 1961, clarifying that par-
ents must give consent for organs or
tissues to be retained beyond the time
necessary to establish the cause of
death. Significantly, there will be a
penalty for non-compliance with this
demand. In the longer-term, similar
strict provisions will be made regard-
ing retention of tissues from necrop-
sies on adults. 

Donaldson emphasised the valu-
able contribution of donated organs
and tissue in research and teaching,
and said it should be promoted, only
“where families have given informed
consent for tissues or organs from
their deceased relative to be used in
that way”. Furthermore, families
should receive feedback on such
research, if they wish. Where tissues
or organs have been donated for
teaching purposes, families will be
invited to prepare a “life book” on the
person who has died. This would take
the form of a scrap book of the child’s
life “so students would be reminded
that [the organ was] part of a real
child, and so afforded appropriate
respect”.

Because of the number of retained
organs, the health secretary has set up
a special health authority to be called
the Retained Organs Commission to
oversee the fate of the organs which
will be lead by Professor Margaret
Brazier. The commission will: oversee
the return of tissues and organs;
ensure that collections are accurately
catalogued; ensure that suitable coun-
selling is available; and handle
inquiries from families and the public.

Sarah Ramsay

Donaldson and Milburn present findings
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Practices were “totally unacceptable”, says Alder Hey report
The prompt for the CMO’s census was the discovery in recent years by parents in
Bristol, Liverpool, and other UK cities, that a large number of children’s organs
and tissues had been retained after necropsy without the parents’ knowledge or
permission. Presenting the results of the report into the Royal Liverpool Children’s
Hospital at Alder Hey, the Health Secretary, Alan Milburn, said in Parliament:
“According to the report, van Velzen lied to parents. He lied to other doctors. He
lied to hospital managers. He stole medical records. He falsified statistics and
reports, and he encouraged staff to do the same”. The inquiry revealed that more
than 2000 organs, many of which had never been used for research, had been
stored without consent. This store also included a small number of heads and
bodies of children. In a statement to the press, The Royal College of Pathologists
was anxious to point out that while the Alder Hey scandal arose through
misconduct, the same was not true where organs have been retained elsewhere.
“In Bristol and other hospitals problems have arisen because of outdated
procedures rather than unprofessional practice. Relatives had little understanding
of exactly what was involved in a post-mortem examination because the details
were rarely explained. In today's culture of openness this approach is no longer
acceptable and the College acknowledges the fact.” 

Rights were not
granted to include this

image in electronic
media. Please refer to

the printed journal.



For personal use only. Reproduce with permission from The Lancet Publishing Group.

“Theory of mind” located in right prefrontal cortex

The ability to empathise with
another human being is located

within the right prefrontal cortex,
according to a report published this
week. “The authors demonstrate in
an extremely elegant manner that
the right prefrontal cortex is critical
in two of the most complex cognitive
abilities—perspective taking and
deception”, comments Julian
Keenan (Harvard Medical School,
Boston, MA, USA). 

Donald Stuss (University of
Toronto, Canada) and co-workers
tested 32 patients with focal brain
lesions. The patients sat on the
opposite side of a table to the exper-
imenter. On top of the table was a
small curtain that could obscure the
patient’s view of the researcher
(Brain 2001; 124: 279–86). 

In the first experiment two assis-
tants joined the task—one sat by the
experimenter and one by the
patient. With the curtain drawn
closed, the experimenter hid a ball
under one of five coffee cups. When
the curtain was drawn open, the two
assistants moved behind the experi-
menter and each pointed to one of
the cups; the patient was asked
which cup the ball was hidden
under. The purpose of the experi-
ment was to test whether the
patients understood that only the

assistant who sat next to the experi-
menter actually saw where the ball
was hidden. Individuals with frontal
lesions had a much higher error
rate on the task, with the right
frontal lobe appearing to be most
critical.

In the second task only one assi-
tant took part, sitting at the table
beside the experimenter, and only
two cups were used. In each case the
assistant pointed to the wrong cup
and the patients had to infer that the
assistant was trying to deceive
them. Those patients with damage
to the right inferior medial pre-
frontal cortex had most difficulty
catching on to the ruse.

“The patient is no longer sensitive
to others, because he lacks the abil-
ity to get in contact with past similar
experiences, the relevance to the
current situation, and the emotional
significance attached to them”,
explains Stuss. Writing in an
accompanying commentary, Tim
Shallice (University of London, UK)
points out that the medial prefrontal
cortex has been involved in reports
of mental state in a number of imag-
ing studies. This correspondence,
using two very different methodolo-
gies, is “striking”, he says.

James Butcher
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Early artherosclerotic changes detected for familial coronary-artery disease

Half of people with a parent or
sibling with coronary artery dis-

ease (CAD) who have no symptoms,
have early atherosclerotic changes
that can be detected by positron
emission tomography (PET), say US
clinicians. “And being shown cardiac
abnormalites on a PET scan”, notes
senior author Lance Gould
(University of Texas Medical School,
Houston, TX, USA), “can motivate
people with a family history of heart
disease to do something about other
risk factors. The scan shows you your
own life on the screen and can have a
profound impact. Rather than throw-
ing in the towel, when people see this
they often decide to do something
about it.”

The clinicians did accurate PET
cardiac perfusion imaging on 90
patients at rest and after dipyridamole
treatment to mimic blood-flow
changes after exercise. The study
included 18 patients with CAD and
32 first-degree relatives with no signs
of disease. Controls included 30 peo-

ple matched for other heart disease
risk factors but with no family history,
and 10 people with no risk factors or
family history. 50% of the people

with no symptoms of CAD but with
an affected relative had marked
dipyridamole-induced myocardial-
perfusion defects. The extent of the
defects was greater in these individu-
als than in controls with similar risk
factors but no family history
(Circulation 2001; 103: 496–501).

“Early coronary atherosclerosis like
this can be reduced by lifestyle

changes”, says Gould. “In my clinic,
patients with a family history of CAD
have a PET scan and I review their
lifestyle and drug treatments. After
that, we keep in touch by fax and 
e-mail and together we control their
condition”, he explains. Gould claims
that the death rate for 
CAD among his patients is lower
than for the general population and
adds that subsequent PET scans
show an improvement in cardiac
blood flow.

Commenting on the paper, cardiol-
ogist Melvin Cheitlin (University of
California, San Francisco, CA, USA)
says he is not surprised by the per-
centage of symptom-free relatives
with early atherosclerosis. “Autopsies
show significant coronary obstructive
disease in 50% of adults of similar
age”, he notes. “Nevertheless, this
study does provide added evidence
that family history is an independent
risk factor for obstructive CAD.”

Jane Bradbury

News in Brief
New magnetic material for MRI
A new magnetic material that
allows a clear image to be obtained
from tissues deep within the body
using magnetic resonance imaging
(MRI) and spectroscopy systems
was unveiled this week. Researchers
from Imperial College of Science,
Technology and Medicine,
London, UK, say that the artifical
material could potentially allow
images to be obtained faster and
with better resolution than is cur-
rently possible (Science 2001; 291:
849–51).

Cause of Gelsinger’s death iden-
tified?  Even “gutted” adenoviral
vectors, which have their viral genes
completely extracted, may not be
safe for gene-therapy interventions
according to researchers who car-
ried out the trial in which 19-year-
old Jesse Gelsinger died in
September 1999. Research to be
published shortly suggests that the
protein coat of the cold virus caused
Gelsinger’s death. According to a
report in the Philadelphia Inquirer,
James Wilson (University of
Pennsylvania, PA, USA) presented
the data at a closed-door meeting in
Snowbird, UT, USA earlier this
month.

Catching it early
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Memory gain means more pain for transgenic mice

This week, scientists have discov-
ered what teachers have long

suspected—that learning and pain
are inextricably linked. Using trans-
genic mice, researchers from
Washington University School of
Medicine (St Louis, MO, USA)
found that forebrain N-methyl-D-
aspartate (NMDA) receptors,
important in learning and memory,
also mediate responses to chronic
pain.

NMDA receptors are key for neu-
ral plasticity at excitatory gluta-
matergic synapses. Depending on
the synaptic location, “they could
play roles in learning and memory
(for example in the hippocampus),
pain (for example, in the spinal cord
and cortex), and drug abuse”,
explains lead investigator Min
Zhuo. In 1999, his team, in collabo-
ration with other US institutions,
found that transgenic mice that
overexpresed the NR2B subunit of
the NMDA receptor exhibited supe-
rior learning and memory to wild-
type mice (Nature 1999; 401: 63–69).
The experts hypothesised that this
forebrain-targeted overexpression
would also affect responses to pain.

The transgenic mice studied had
prominent NR2B expression and
enhanced synaptic responses only in

two forebrain regions—angular cin-
gulate and insular cortices. The
modified mice did not differ from
wild-type littermates in acute pain
responses. However, they did show
exaggerated neurochemical and
behavioural responses to chronic
painful stimuli (Nat Neurosci 2001;
4: 164–69). 

Strikingly, comments Gavan
McNally (University of New South
Wales, Sydney, Australia), “the
transgenic mice showed an
increased sensitivity to painful and
non-painful stimulation at a time
when the control animals 
were beginning to recover”. He 
concludes “that NMDA receptors in
the forebrain play a critical role in
the maintenance of persistent pain
states”.

The findings also “confirm that
pain and learning and memory are
linked and identify at least one
genetic basis for this link: products
of the NR2B gene”, says McNally.
He is not surprised that chronic
nociception, learning/memory, and
even emotions such as fear and dis-
gust seem to share this common
neural mechanism. “Learning to
attend to and fear things which
cause pain and tissue damage or are
otherwise harmful will obviously

confer an adaptive advantage on
any animal.” 

However, the NR2B subunit that
predominates in newly born mice is
gradually replaced by the NR2A
subunit with age, reducing the per-
sistence of neural responses. “Why,
then”, ask the authors, “is the
NR2B:NR2A ratio decreased in
development, if learning and mem-
ory are hindered as a result?”. One
possibility, says Zhuo, is to “store
permanent knowledge about what
painful stimuli are at the early stage
of learning”.

NR2B is restricted to forebrain
areas involved in pain processing,
so selective NR2B-antagonists
might alleviate chronic pain, while
preserving acute pain responses,
Zhuo suggests. Selective targeting
of such drugs to forebrain areas
might dissociate beneficial effects
on chronic pain and negative 
emotional states from adverse
effects on attention, learning, and 
memory, proposes McNally.
Unfortunately, he says, it is more
likely that “the regulation of pain,
negative emotional states, and
learning/memory are inextricably
linked.”

Kelly Morris

A genetic explanation for premature ovarian failure?

Mutations in FOXL2—a gene
located on chromosome 3—

may cause premature ovarian failure,
a condition that leads to infertility in
1% of women worldwide, according
to new research. “This is the first
human gene to be identified that may
play an important role in the mainte-
nance of ovarian follicles”, says
Andrew Zinn (University of Texas
Southwestern Medical School, Dallas,
TX, USA), the author of an accompa-
nying commentary. “While FOXL2
mutations will probably account for
only a small fraction of premature
ovarian failure, identifying the genes
regulated by FOXL2 may shed light
on the biochemical pathways that go
awry in more common forms of pre-
mature ovarian failure”, he predicts.

Laura Crisponi (University of
Cagliari, Italy) and colleagues investi-
gated individuals with either type-I or
type-II blepharophimosis/ptosis/epi-
canthus inversus syndrome (BPES).
Type I BPES is associated with eyelid
abnormalities and ovarian failure,
whereas type II BPES is associated

with eyelid defects only. Mutations
that occur in both types of BPES had
been mapped to chromosome 3q23
and Crisponi and co-workers used
this as a starting point to positionally
clone a new transcription factor gene,
FOXL2. Mutations in the gene were
found in affected individuals; those in
type-I families were found to encode
truncated, non-functional proteins
while those in patients with type-II
BPES encoded for larger-than-normal
proteins. “Expression of the gene in
mice localised precisely to the follicu-
lar cells in the ovary, implicating
FOXL2 directly in follicular develop-
ment”, explains senior author
Giuseppe Pilia. Northern-blot analysis
also demonstrated that FOXL2 is
expressed in humans mainly in the
ovary, and a probe on total embryonic
RNA from 7–17 day old mouse
embryos showed a selectively high
expression in developing eyelids
(Nature 2001: 27: 159–66).

A diagnostic test for BPES patients
with premature ovarian failure is now
possible and Pilia predicts that

FOXL2 mutations will be found not
only in the familial cases of BPES but
also in the sporadic cases that are
much more frequent. “We are cur-
rently investigating whether FOXL2 is
mutated in non-BPES idiopathic pre-
mature ovarian failure patients”, he
says. If abnormalities in this gene are
found to be associated with this more
common disorder, it may be possible
to predict the age of onset of
menopause of individual patients.
“This could provide early diagnosis of
possible premature ovarian failure so
that egg storage might become an
alternative”, adds Pilia. In the long
term, identification of the target genes
of FOXL2 could identify additional
candidate genes that may be mutated
in patients with premature ovarian
failure. “The study of FOXL2 and its
pathway will provide targets for inter-
vention in the treatment of premature
ovarian failure patients for whom
there is currently no specific therapy”,
concludes Pilia.

Kathryn Senior
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Are health internet companies heading for extinction?
Ailing WebMD needs strong medi-

cine”, trumpeted an Associated
Press story last month. Shortly there-
after, Drkoop.com
closed its headquarters
in Austin, Texas, and
moved to California in
a drastic cost-cutting
effort; its stock has
fallen so abysmally that
it may soon be struck
off the NASDAQ stock
market.

Like many other US
internet companies, the
once high-flying health
dotcoms have crashed.
What went wrong? Is
the story different out-
side the USA? What does it mean for
the future of “e-health”? 

From a business standpoint, the rea-
sons for the dotcom debacle are clear,
says Mark Bard, director of health
practices at Cyber Dialogue, an analyt-
ical database marketing company in
New York City. “The returns these
new companies had to have to justify
their valuations were simply unachiev-
able. Companies like Drkoop.com and
PlanetRx.com, no matter how you
look at it, had valuations that were
obscene—50 to 100 times that of com-
parable offline companies. Now, they
are down 90% in value, which is prob-
ably fair for relatively new companies
with moderate sales and questionable
growth potential.”

The high valuations came despite
some glaring mistakes. “These compa-
nies launched saying ‘we’re going to be
everything to everyone’. That doesn’t
work. When you lay out the entire
kitchen sink and say ‘anything you
want, we can do it’, you create prob-
lems for the people who are develop-
ing the business plan and those who
ultimately have to execute it”, Bard
continues. “They didn’t recognise that
the internet is a communication chan-
nel, not a business model. And they
failed to answer a basic question:
‘How can we help our users do some-
thing faster, cheaper, and better?’
Most health dotcoms couldn’t do any
of that.”

In Europe, adds Denise Silber, an
international e-health consultant and a
co-founder of the Internet Healthcare
Coalition, “clinicians also say it’s not
cheaper, quicker, or better to use the
internet for writing a prescription.
Also, at least for now, maintaining an
e-medical record is more complicated
than throwing a note into paper file. 
E-mail to patients won’t catch on until

physicians are reimbursed for their
time, and there’s also resistance
because, unlike a phone consultation,

e-mails leave a written
trace for which physi-
cians can be held
liable.”

Because most
European dotcoms are
not on the public mar-
ket, it is hard to know
how they are doing
financially, but some
are spending money on
television advertising,
despite the fact that
fewer than half of
households have inter-
net connections. “One

of the major lessons learned from the
USA is not to spend your money on
marketing to an unprepared audience.
As we saw with WebMD, this led to a
tremendous amount of waste”, says
Silber.

Surviving US health dotcoms and
their European counterparts are now
shifting from providing content—for
example, news and information
resources—to practical applications.
Administrative functions are also mov-
ing online, both in Europe and in the
USA. In France, for example, some
26 000 physicians now transmit elec-
tronically their reimbursement records
as part of a government programme,
and the US government is developing
standard formats for electronic claims
submission as part of the Health
Insurance Portability and
Accountability Act. Health plans will
be able to pay providers, authorise spe-
cific services, certify referrals, and do
related services electronically.

If health dotcoms are to take advan-
tage of these new opportunities, they
must learn from past experience, says
Bard. The US health-care system is an
“interconnected puzzle” that encom-
passes patients, providers, and payors.
“You can’t come in as a standalone
and work with individual constituents
in the system, as many of the dotcoms
tried to do. For online prescribing, for
example, you can’t tell a doctor that all
he has to do is place an order and it
will be filled. You need to deal with
retail pharmacists, benefit managers,
insurers, the government, &c before
you can ensure that fulfillment will
really happen.”

As the dotcoms struggle to redefine
themselves, what will become of online
content? Michael Glode, Editor-in-
Chief of ASCO Online, the website of
the American Society of Clinical

Oncology, sees increasing opportuni-
ties for societies, other non-profit
organisations, and ventures such as
PubMed Central, which gives access
to scientific publications. In 1997,
when Medscape and the other large
commercial dotcoms “had full cof-
fers”, says Glode, several approached
ASCO with deals for content collabo-
ration. “We said that unless we could
pick a winner who would become
dominant on the web, there really was
no advantage to making contractual
arrangements with any of them.”
Although ASCO sat on the sidelines,
the organisation did learn that its con-
tent—and membership roster—was
indeed quite valuable. 

ASCO focused on “doing our own
thing”, says Glode, and what followed
were virtual meetings, continuing
medical education, and a “burgeon-
ing, complex website with valuable
content and a loyal constituency”. But
with increasing size came increasing
costs. Although the website is funded
mainly as part of ASCO’s operating
budget, the society is starting to accept
unrestricted educational grants from
drug companies to sponsor portions of
it. But, emphasises Glode, ASCO
retains control of the content and
makes every effort not to put its credi-
bility at risk.

Will this be the model for other 
e-health non-profit groups? Ray
Armstrong, consultant rheumatologist
at Southampton General Hospital,
UK, and webmaster of the
International League of Associations
for Rheumatology website, worries
about the public’s perception of a
sponsored site, even as he contem-
plates accepting industry support if his
site is to grow. “I think the answer to
any possible criticism [of such sup-
port] must be absolute transparency
about the relationship and what each
side derives from it”, he says.

Roadblocks notwithstanding, the
“e-health pioneers” are optimistic.
“There will be a lot more opportuni-
ties in next wave than in first wave;
we’re likely to see scheduling of
appointments online, disease manage-
ment applications, and remote moni-
toring of patients with chronic
conditions. Now all the stakeholders
are online, and if the right applications
can be delivered, they’re ready”,
enthuses Bard. “I view it as the ‘rise
and fall and rise’ of e-healthcare”, adds
Silber. “The second rise doesn’t quite
exist yet, but it will.” 

Marilynn Larkin

Desperately seeking e-health
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NEW DELHI  Authorities overstretched as earthquake death toll increases

While most of India celebrated
Republic Day on the morning

of Jan 26, the people of Gujarat were
faced with the absolute terror of a
powerful earthquake. According to
the Indian authorities the earthquake
measured 6·9 on the Richter scale
and was the most powerful to hit
India in the past 50 years.

On the streets of Anjar, near the
worst affected Bhuj district—the epi-
centre of earthquake—a Republic Day
parade comprised of more than 400
children was buried alive. Eye wit-
nesses reported that some buildings
were sliced vertically in two and any
intact buildings were left leaning and
on the brink of collapse. Across
Gujarat thousands of terrified people
ran for their lives as houses collapsed
into piles of rubble and roads were
torn apart.

The official death toll is 7000 peo-
ple but the Indian government has
suggested that 20 000 people may
have died. The authorities also esti-
mate that 125 000 people may still be
trapped under the rubble. With lim-
ited resources for the rescue effort and
time running out fast, workers fear
that the final death toll could be very
very high. Tragedy struck again on Jan
28, when fresh tremors, measuring
5·9 on the Richter scale, hit the area.
Authorities reported that the fear of
further quakes has prompted people
to flee to Bombay, Delhi, and
Rajasthan.

The regions infrastructure has been
decimated. Buildings, including hos-
pitals and nursing homes, have

become dangerously unsafe forcing
traumatised, hungry, and injured peo-
ple to brave the cold nights in the
open air. Many doctors and nurses
have also died in the disaster and this
has placed added pressure on health-
care services when they are already
hopelessly overstretched.

The relief effort began almost
immediately with aid pouring in from
the rest of India and international
sources. But the shortage of transport
has meant that most of the aid, such
as medical supplies, food, clean blan-
kets, and tents, are stuck in airports
and distribution centres. 

Aid agencies have suggested that
they will need to prepare for a 4
month operation to care for the basic
needs of 300 000 homeless people.
India’s long time rival, Pakistan, has
also stepped in to help its stricken
neighbour. On Jan 30, a Pakistani mil-
itary aircraft arrived in the affected
area with 2500 blankets and 200 tents
for the quake survivors.

The quake damaged many hospitals
in the region and health-care workers
have been forced to treat patients in
the open air. The lack of health-care
facilities, the damaged water supplies
and sewage systems, have increased
the chances of disease transmission.

Funeral pyres are burning continu-
ously in an effort to minimise such
outbreaks. The Red Cross and
Crescent societies have sent a field
hospital capable of housing 500
patients and treating 1000 people per
day. Medical teams from organisa-
tions such as Medecins sans
Frontieres were also quickly at the
scene.

Despite some cases of survivors
being rescued after 3 or 4 days from
under the rubble, rescue workers have
mostly given up hope of finding any-
one else alive—experienced rescuers
suggest that 100 hours is the upper
limit for survival for people buried
alive. With great reluctance rescue
workers are now clearing debris with
heavy equipment. 

The Gujarat region is India’s sec-
ond largest industrial town and the
economic impact of the earthquake
will be felt for a long time. But some
observers have suggested that they
hope the earthquake will have positive
impact on the Indian government.

“Latur earthquake of 1993, which
killed more than 10 000 people, has
taught us how badly Indian planners
and policy makers lack vision and
imagination”, says P V  Unnikrishnan,
Oxfam Fellow-Disasters in Bangalore.
“Lack of a disaster management pol-
icy and preparedness results in unor-
ganised ad-hoc response”, he says.
The medical community too is yet to
place disaster response as an organisa-
tional agenda in India, he added.

Sanjay Kumar, Haroon Ashraf

DUBLIN  Cross-border cooperation works slowly but surely

Patients on both sides of the
Irish border are benefiting

from sharing medical resources,
according to the first major study
of one of the joint projects.

The Cross-Border Acute
Projects (C-BAP) study done by
the University of Ulster in 1998 and
1999, looked at cross-border der-
matology care, and showed that
waiting lists were cut significantly
and patients were able to get treat-
ment locally. These improvements
were made by setting up four out-
patient clinics along the border
and appointing a cross-border
consultant. When patients were
surveyed on the advantages of
health cooperation, 66% said it
shortened waiting lists and 20% felt
it improved access to medical serv-

ices. The report recommends that
cross-border health initiatives
continue.

However, the report has high-
lighted a number of problems
caused by the difference in the
health-care systems between the
Republic of Ireland and the UK’s
National Health Service in
Northern Ireland. Among them are
different prescription policies,
communication shortcomings, and
medical indemnity concerns.

The report also shows that poli-
tics has caused some difficulties.
For example, the position of a
cross-border dermatologist was
advertised but elicited no formal
applications. When an assistant
specialist agreed to take the posi-
tion, there were delays because of

insurance and indemnity problems
in the Republic. However the
report says that concerns and dis-
cussions in the health departments
on both sides of the border before
appointing a consultant caused the
project to be delayed.

“Furthermore”, says the report,
“the source of this concern could
be related to power plays within
medical bureaucracies or involving
them. Clearly, cross-border coop-
eration in this instance could not
be seen as an abstraction from pol-
itics, as a cross-border consultant
post would mean a loss of control
over the post by each jurisdiction’s
own authority in the Republic of
Ireland and Northern Ireland”.

Karen Birchard

“experienced rescuers suggest
that 100 hours is the upper
limit for survival for people

buried alive”
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Brazil’s government to redress health-care inequalities

Brazil’s Ministry of Health is
launching an ambitious pro-

gramme to send health professionals
to municipalities that have limited
health-care resources.
The project will be put
into practice in March,
when 300 doctors and
300 nurses will be sent
to 150 cities across
Brazil.

The geographic dis-
tribution of health pro-
fessionals in Brazil
reflects the demo-
graphics and the edu-
cation structure across
the country. In large
urban centres, where
most medical and
nursing schools are
based, health-care pro-
fessionals tend to spe-
cialise early in their careers, which
makes it difficult for them to move to
smaller cities where the demand is
for general practitioners.
Consequently, 75% of doctors live in
the country’s cities.  And according
to the Federal Council of Medicine,
22% of the country’s 5506 cities have
no doctors among its residents.

The 150 cities that will receive the
federally-funded doctors and nurses
were selected using criteria based on
cities’ epidemiology and other health
indicators. “We selected the cities
that presented child mortality higher
than 80 [per 1000], high prevalence
of malaria, tuberculosis and leprosy”,
says Claudio Duarte da Fonseca, the
ministry’s Secretary of Health

Policies. “We also selected the cities
which had zero or one medical visit
per inhabitant per year and those not
involved with the Family Health

Program”—a Health
Ministry programme
that promotes aware-
ness of primary
health-care to the gen-
eral population.

The selected doc-
tors will be sent to a
city for 1 year. The
first part of the pro-
gramme will include
an introductory course
and health-care pro-
fessionals will be
supervised. Doctors
will be paid US$2250
per month, which is
considered a good
salary for a doctor not

working in a clinic or hospital in a
large urban centre. Nurses will
receive $1575 per month. To make
the programme more financially
attractive, health-care professionals
will receive benefits for housing,
food, and health insurance. Some
benefits, such as housing, will be
partly paid for by the municipality.

Doctors will probably receive cred-
its towards their medical residency
and chosen speciality, which the gov-
ernment hopes will make the pro-
gramme a more appealing career
choice. The Ministry of Health will
spend US$15 million during the first
year of the programme. The serious
investment is due to the govern-
ment’s desire to attract health-care

professionals to these regions and
make them stay there permanently.
According to Duarte da Fonseca,
many cities complain that even when
they pay doctors higher salaries, it is
hard to keep them. “Bad working
conditions are a major obstacle to get
health professionals to stay in these
places. But in this programme, they
will also have a guaranteed infra-
structure to work, such as a basic lab-
oratory”, he added. 

Some organisations criticised the
difference made between doctors and
nurses because the programme will
result in training or educational cred-
its for doctors. “We believe that
everybody enrolled should receive
the same scholarship”, says Regina
Celes Stella, president of the
Brazilian Association of Medical
Education (ABEM). But this is a
minor criticism. ABEM and all other
major medical organisations have
declared their support for the 
initiative.

If this project does not work, which
the ministry suggests is a possibility,
the service could made for compul-
sory. “According to data we received
from the Pan-American Health
Organisation, we are the only coun-
try in South America without a com-
pulsory civil service programme for
doctors”, says Duarte da Fonseca.
“But we believe that the programme
we are offering, with support from all
major organisations and all levels of
public authorities, will be enough to
help us solve the problem.”

Claudio Csillag

WHO publishes watered down draft of the tobacco-control treaty 

On Jan 23, WHO published a
draft of the international treaty

on tobacco control, which envisages
tough measures against smoking
but no ban on sponsorship and
advertising, which was sought by
the UN health agency.

The draft was drawn up by Celso
Amorim, chairman of the treaty’s
Intergovernmental Negotiating
Body (INB). The Brazilian diplomat
said his text was a compromise
based on discussions at the body’s
meeting last year. It will be consid-
ered at the next INB session in May.
The document’s aim is to “reduce
the prevalence of tobacco use and
thus protect present and future gen-
erations from the devastating
health, social, environmental, and

economic consequences of tobacco
consumption and exposure to
tobacco smoke”.

The text proposes more taxes and
an end to duty-free sales; more
effective criminal legislation and
cross-border cooperation against
smuggling; labelling controls on
terms such as “low-tar”, and better
prevention of passive smoking.
Amorim’s draft also proposes phas-
ing out sporting sponsorship and a
ban on all forms of advertising and
promotion aimed at people less than
18-years old. But the INB does not
envisage a total ban—even though
this was WHO’s top priority and
was supported by more than 20
countries at the INB’s last meeting.

USA, in particular, says it cannot

accept prohibition as this would be
unconstitutional. Clive Bates,
director of ASH UK, described the
advertising provisions as “com-
pletely unworkable” but was confi-
dent they would be revised at the
INB’s next session.

“It’s nonsense to say that you can
prohibit sponsorship targeted at
persons under the age of 18. We
know that adverts targeted at the
older age group appeal to the
younger age group”, he said. “But
overall it’s a good text”, said Bates.
WHO wants the treaty to be in place
by 2003 to try to prevent smoking
related deaths reaching a predicted
10 million per year by 2030.

Clare Kapp

Tough conditions for doctors
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The Kenyan Family Planning
Association (FPA) has confirmed

newspaper reports that the nine young
girls who were
admitted to hospital
in Western Kenya 2-
weeks ago with pro-
fuse bleeding, were
admitted because of
botched circumci-
sions. The FPA say
that the incident
highlighted the diffi-
culty in eradicating
this deeply entrenched custom.

Only last month, two Kenyan girls
from a farming region northwest of
Nairobi won a court order to restrain
their father from having them forcibly
circumcised. The case represents the
first time a Kenyan court has ruled
against the forced circumcision of
girls. However, the Kenyan
Federation of Women’s Lawyers say a
new law is needed to criminalise
female circumcision because the case
was won not on the basis of law, but
because the magistrate had exercised
his discretion. 

Circumcision is widely practised in
Kenya as a rite-of-passage to adult-
hood and is not illegal—defenders of
female circumcision argue that the
practice is allowed under customary
law. The court, however, heard that
Kenya is signatory to several interna-

tional conventions that call circumci-
sion of girls “female genital mutila-
tion” and define it as a human rights

violation. 
Men are seen to be

the biggest support-
ers of the practice, as
many prefer their
women to be circum-
cised and claim that
women who are not
are promiscuous. But
the FPA, recognising
the importance of the

passage to womanhood, has argued
for a symbolic ceremony that does not
involve cutting the genitalia.

Charity Mailutha, from the FPA,
told The Lancet that because of the
shroud of secrecy surrounding female
circumcision, the practice was grossly
under reported. She said the opera-
tion, previously the preserve of tradi-
tional “surgeons” is now also secretly
done by paramedics at a cost of 500
Kenyan shillings (about US$7·5). 

Mailutha runs alternative rites-of-
passage workshops that deal with
issues including sexuality, adoles-
cence, HIV/AIDS, dating, and gender.
The programme claims that there has
been a 13% decrease in female cir-
cumcision during the past 5 years,
which she says is significant.

Adele Baleta
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Namibian government to prosecute healers

On Jan 20, the Namibian gov-
ernment ordered the arrest

of traditional healers who encour-
age HIV/AIDS-infected individuals
to have sex with minors—who are
virgins—to cure their HIV infec-
tion. Home affairs deputy minis-
ter, Loide Kasingo, warned that all
such healers would be prosecuted. 

The warning came against a
backdrop of media reports that
have shown an increase in the
number of rapes of minors. In
addition, several human rights
groups have held  demonstrations
to condemn rapes.

“Although we are long aware of
the existence of the tragically mis-
guided belief [that having sex with
a virgin cures HIV/AIDS], the
extent to which this belief is held
or practised remains unknown”,
Lucy Steinitz, National
Coordinator of the Catholic AIDS
Action in Namibia, told The

Lancet. “Nor do we know about the
degree to which traditional healers
or others promote such illegal and
exploitative behaviours.”

Although she welcomed the min-
ister’s statement she cautioned
that “it would not be fair to cast
the entire traditional healers’
profession into this light—that
they are promoting the rape of
babies and young girls.”

“To the extent that we are seeing
increased rape as a result of the
desperation felt by HIV-infected
people, this is also a warning bell—
albeit gruesome and con-
demnable— that our society must
also become more open, accepting,
and supportive for
people who do have this disease”,
she explains. “If we could become
a less stigmatised and open
society, perhaps we could also
help to reduce the number of
aggressive and exploitative acts—
of all types.”

According to UNAIDS, Namibia
has the most HIV cases in the
world, with at least 20% of sexually
active adults infected. As a result,
AIDS remains the number one
killer among Namibians, causing
more deaths (24%) than malaria
and tuberculosis combined. 

Khabir Ahmad

Slow start to South
Africa’s antenatal HIV
programme

The long-awaited South African
pilot programme to prevent ver-

tical HIV-1 transmission has reached
implementation stage, the
HIV/AIDS directorate announced
last week. However, the majority 
of pregnant women will not im
mediately benefit from the pilot,
which aims to collect data on scien-
tific and operational aspects of the
strategy.

Ultimately, 22 research sites—
based around rural and urban hospi-
tals and their feeder clinics in every
province—will offer free counselling
and HIV-1 testing to all pregnant
women in the area. Those women
who are infected will be offered nevi-
rapine and milk formula, though
exclusive breastfeeding will be pro-
moted. Implementation is imminent
at some sites, once staff training is
completed, said the directorate. The
programme will collect efficacy data
in addition to information on feasi-
bility and logistics that is needed to
extend the strategy countrywide.
However, data will not be available
for at least a year from the pro-
gramme, which is anticipated to
cover only about 5% of pregnant
women in the country.

Kelly Morris

More openness about HIV is needed

Pa
no

s 
Pi

ct
ur

es

Women’s groups in Kenya win small victory
against female circumcision

Small victories
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Euthanasia case farmer at mercy of Canada court 

ASaskatchewan farmer who
killed his disabled daughter

because he could not continue
watching her suffer will have to
hope that the federal government
exercises the Royal Prerogative of
Mercy if he is to receive relief from
a term of life imprisonment.

The Supreme Court of Canada
offered no mercy to Robert Latimer
in his efforts to obtain a constitu-
tional exemption from a second-
degree murder sentence for the
1993 death of his 12-year-old
daughter Tracy, who had cerebral
palsy.

“Killing a person in order to
relieve the suffering produced by a
medically manageable physical or
mental condition is not a propor-
tionate response to the harm repre-
sented by a non-life-threatening
suffering resulting from that  deci-
sion”, the Supreme Court said in a
unanimous decision on Jan 18.

A “reasonable” alternative would
have been to “struggle on” and
minimise the girl’s pain, the court
said. Latimer was exempted from a
life sentence without eligibility for
parole for 10 years when a
Saskatchewan judge ruled in 1997
that it would be a cruel and unusual
punishment to impose such a stiff
jail term given that his intent was to
relieve his daughter from a lifetime
of unremitting pain. Latimer gassed

the 12-year-old girl in the cab of a
pickup truck in 1993 after she had
dislocated a hip and faced the agony
of additional corrective surgery.

But in the wake of accusations
from national disabled groups that
the ruling would prompt “open sea-
son” on the debilitated, elderly, and
severely injured, the Saskatchewan
Court of Appeal overturned the
sentence in November, 1998, and
reinstated the life term. With the
Supreme Court suggesting that
Latimer’s only hope for mercy lies
in a federal pardon, and Latimer
continuing to insist as he marched
into jail that he acted only out of
love, the government is expected to
face an application for clemency
within a year. The rarely used pre-
rogative allows the Crown to offer
such remedies as a conditional par-
don or a reduced, suspended, or
commuted sentence.

But while public opinion seems
decidedly in favour of showing
mercy to Latimer, the plea for
clemency won’t necessarily be well-
received by the government, as dis-
abled groups have already signalled
their intent to oppose leniency for
Latimer. They fear it might open
the door to a change in government
policy prohibiting assisted-suicide
or any form of euthanasia.

Wayne Kondro

Belgian euthanasia bill gains momentum

On Jan 20, the euthanasia commis-
sion of Belgium’s Senate voted in

favour of proposed euthanasia legisla-
tion, which would make euthanasia
no longer punishable by law, provided
certain requirements are met.

The patient must request euthana-
sia, the suffering must be unbearable,
and the clinical course hopeless, states
the new legislation. An independent
physician must be consulted, and a
third physician must be brought in for
non-terminal cases.

“We are not happy with this last
requirement, as we see no difference
in suffering from a terminal illness
versus a non-terminal one”, says Léon
Favyts, chairman of the Belgian
Society for the Right to Die with
Dignity, Antwerp, Belgium. 

“On the other hand we do appreci-
ate that this was the maximum attain-
able in the present political climate.
Passing this crucial article paves the
way for a Belgian euthanasia law after

a long period in which the issue was
not even debatable”, says Favyts.

Under current Belgian law
euthanasia is a criminal offence.
Despite this, recent research (see
Lancet 2000; 356: 1806–11) shows
that euthanasia is widely practised.
However, a public debate on euthana-
sia was only started in 1997 when the
Belgian Council for Bioethics recom-
mended legalisation for euthanasia.

It seems that progress to a complete

euthanasia law will be slow. The latest
amendment took one year of discus-
sion in the Senate commission. “And
the commission has yet to address
another nine articles”, says Herman
Nys, Centre for Biomedical Ethics,
Leuven, Belgium, “including the
issues of a written declaration of
intent and a procedure for retrospec-
tive checks.

One article proposes a national 16-
member committee to check all
euthanasia cases with the possibility
of turning over the case to a prosecut-
ing attorney. This will stir another
fierce debate because critics will argue
that this will discourage doctors from
reporting euthanasia. When all 12
articles have passed the commission
the proposals will be voted on in the
plenary Senate and the Belgian parlia-
ment. A decision on the bill is not
expected before the summer.

Wim Weber

Belgium tackles a difficult issue
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News in brief
Medical education  The first post-
graduate course in clinical research
for young physicians from central
and eastern Europe was held on Jan
22–26, at the newly founded Vienna
School of Clinical Research. At the
official opening, the president of the
school, Hans-Georg Eichler, com-
mented that “of all branches of sci-
ence, clinical research is the one
with the biggest growth potential,
also in terms of public significance
and recognition”. Partner institu-
tions of the school include universi-
ties in Prague, Budapest, Moscow,
Zagreb, Gdansk, and Ankara. The
city of Vienna’s funding will enable
the school to run six to eight courses
per year for 3 years.

Ebola travel ban Saudi Arabia has
banned Ugandan Muslim pilgrims
from attending the annual Hajj pil-
grimage due to begin next month
because it fears that these travellers
may transmit the Ebola virus.
Despite advice from the WHO,
Saudi health officials fear that more
than 2 million people in Makkah
could make it easier for infections to
spread. Saudi is recovering from an
epidemic of Rift Valley fever which,
Saudi officials say, was transmitted
by imported cattle from the Horn of
Africa. The outbreak killed more
than 100 people.
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