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Understandably, IMR is influenced by the socio-economic
state, a situation disheartening to us in Africa. In Brazil the rate is
18 for the well circumstanced, but 43 for the poor. In Switzerland
it is 5 in the upper class, but 21 among unemployed unmarried
mothers, i.e. much the same as the mean rate in Soweto, where
most of the mothers are poor and unemployed, and where many
are single. However, there is comfort in the fact that in respect of
both IMR and survival, a country's GNP per capita is not the
sole determinant of improvement. Thus, there are the experiences
of some poor countries (China, Jamaica, Kerala-India) which
have low GNPs, yet have a relatively low IMR, of the order of 36,
and with a high survival time of 69 years." In diametrical contrast,
there are oil rich countries (Saudi Arabia, Iran, Algeria) which
have about twenty times the former countries' GNP, yet have a
high IMR of 90 and lower survival times (60 years). These
contrasting situations and behaviours aptly demonstrate that
although a nation's level of prosperity can be a major influencing
factor, it is by no means the overriding one. Indeed, it is heartening
to note that improvement can actually occur with diminishing
prosperity. For example, in Brazil, from 1977 to 1989, IMR fell
by 54%, from 98 to 45 per 1000 live-births. The remarkable fact
is that 'these improvements occurred in a period when income
inequalities increased, economic growth vanished and inflation
rates exploded'.

Turning now to survival, in South Africa, in 1985 the figure for
whites (both sexes) was 70 years, and for Africans 60 years. In the
US in 1992, it averaged 74 years; it was 73 and 80 years for white
men and women, but was 65 and 74 years, respectively, for Afro-
Americans. In the UK, averages for men and women in 1960 were
56 and 60 years; in 1980,68 and 74 years; and in 1992,72 and 76
years. The figure for Cuba in 1989, for both sexes together, was
remarkably high, 74 years; that in Chile was 72 years, and in
China, it was 69. The highest expectations in the world are in
Japan-76 years and 82 years for men and women, respectively.
Remarkably, in Russia, expectation of life has been falling
tremendously for men; it is now 59 years, although in the case of
women, it is 73 years. Deterioration has been attributed to increased
access to alcohol, with large increases in deaths from road
accidents, suicide, and homicide, and additionally with a large
recent rise in deaths from heart disease. A recent report from that
country has indicated th~atonly 3.4% of the GNP is now devoted
to health, and that 25% of hospitals have no facility for sewage
disposal, and 30% have no hot water. This information reveals
how quickly the pattern of health in a nation can decline.

A point of encouragement is that it has been shown that a
change in a country's balance of administration of primary health
care, between the central and the district authorities, can achieve
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improvement. The need for greater discussion and empowerment
at district level, especially regarding local priorities of need, has
been urged by many, especially by the World Health Organization.
Community involvement has been highly rewarding in Brazil,
Chile, Cuba and especially in Kerala. It is interesting, regarding
priorities, that at a recent Symposium on the health significance
of Low Body Mass Index, Sizaret, of the World Health
Organization, was asked about micronutrient deficiencies in poor
countries. He replied: 'We don't deny the importance of micro-
nutrient deficiency, but we want to concentrate on housing and
hygiene and water and sewage disposal first.' Very illuminating
is the recent experience of three rural villages at Gomoa, in Ghana.
With the involvement of the communities and the application of
a combination of primary health care interventions, IMR fell from
114 to 40 per 1000 live-births in a 3-year period. Obviously,
priorities for health care measures are affected by particular needs
in local situations.

From the information given it will be appreciated that the IMR
and survival figures for urban Africans now bear favourable
comparison with those of populations in many better placed
countries, even with those of the poor in rich countries. Among
rural dwellers, as clearly illustrated, and as Kale stressed, heroic
endeavours at improving primary health care must be made. An
obvious drawback to progress is that without a rise in socio-
economic status, unlikely in Africa, it may well be very difficult
to, say, still further reduce the IMR of urban-dwellers to below 20
per 1000 live-births. The outlook is forbidding, for much of Africa
is becoming poorer. Indeed, even in rich countries the poor are
becoming poorer. While these considerations are daunting, we
must take courage, in that, despite being poor, some countries
have made enormous progress in health care . With the present
high level of determination now prevailing in South Africa,
further progress can certainly be made.
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ALEXANDER R, p, WALKER

Nineteen ninety-five was a bad year for British gynaecologists. A
consultant at a London teaching hospital was struck off by the
General Medical Council for publications in which data were
concocted. IHe claimed to have performed a pioneering operation
but had tampered with computer records in order to create a
fictitious 'patient' who had given birth to a healthy baby girl after

he had successfully relocated a five-week-old ectopic pregnancy
via the cervix. He also claimed to have conducted a 3-year double
blind trial in which 191 women prone to miscarriages were treated
with human gonadotrophic hormone and placebos. He claimed
that his treatment had improved the outcome of pregnancies in
women suffering from recurrent miscarriages and the polycystic
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ovary syndrome. In neither case had the work described been
done; both papers were published in the British Journal of
Obstetrics and GynaecoLogy, which is now reviewing its procedure
for vetting papers.

A second gynaecologist, on the staff of another London
teaching hospital, was struck off for a 'catalogue of failures' in
surgery and for 'grossly' falling below the standard that the public
expects from a doctor.' He had performed eight laparoscopic
(keyhole) operations at three hospitals. One of these patients had
a 2-cm hole tom in her bladder and damage to both ureters. At
another hospital a woman's colon was perforated and he attempted
repair without consulting a general surgeon. The consultant had
also failed to reassure and attend to his patients after complications
had developed and in some cases had attempted diagnosis over the
telephone. He admitted that his only training had been through
watching videos and keyhole operations in progress. Both
consultants have lost their hospital posts.

Keyhole surgery has been in vogue in recent years; recovery is
usually quicker than when the procedure is done through the
conventional route and it leaves smaller scars; it is therefore
popular with both surgeons and patients. However, as the second
case shows, it is not an easy technique. Training centres for
keyhole surgery have been set up in London, Leeds and Dundee;
surgeons who have completed the course receive a certificate
which is reviewed every 5 years.

The National Lottery, initially claimed to be the benefactor of the
'punter', charities and national good causes in general, is now
coming under criticism from a number of quarters. Many have
been disgusted at the 'hyped-up' advertisements for the lottery on
television and have been concerned to see the queues of frail (and
possibly undernourished) old people spending money which they
can ill afford on the 'scratch cards' at £ I each. Heavyweight
criticism has come from the Association of Medical Research
Charities, which estimates that donations to medical research
charities could fall by as much as £10-14 million annually.' For
charities as a whole the reduction in annual income may turn out
to be as much as £4200 million a year. McKee and Sassi" have
reviewed the possible social impact of the National Lottery.
Adverse publicity has been, quite rightly, directed by the Public
Accounts Committee at the £20 million cost of distributing funds'
and the excessively high profits of the organizers, Camelot," the
disputes in a family that won£18 million? and the suicide of a man
who had forgotten to buy his ticket." Any system that takes from
the public £50 million each week is likely to have adverse effects
on society. Even the Economist wrote that lotteries tend to gather
money from poor people which is then spent on amusements for
the rich;" there is as yet no proof that the impact of the lottery is
economically regressive and there seems to be no effective
method of collecting such information. Suspicions remain,
however, that the distributions (so far) have had a distinctly elitist
flavour: £13 million was paid to the Churchill family for the
Winston Churchill archives, a huge grant has been made to the
Royal Opera House in London, and to a playing field scheme of
which Eton College is the major beneficiary. Meanwhile, calls to
Gamblers Anonymous have risen by 17%.10

Brittons are getting fatter; the prevalence of serious obesity
doubled between 1980 and 1991.11 Similar trends have long been
recorded in the United States, as any visitor there will confirm.
There is still uncertainty about the cause of obesity and the genetic .
'let out' hypothesis is not yet dead, as shown by the intense public
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interest in the sequencing of an 'obesity gene' from ob/ob mice. 12
Prentice and Jebb, from the MRC Dunn Clinical Nutrition Centre
in Cambridge II have the available evidence on the epidemic (not
too strong a word) of obesity in Britain. They point out that the
primary cause must lie in environmental or behavioural changes
since the increasing rates of obesity have occurred in a relatively
constant gene pool. Since 1940 the proportion of dietary energy
derived from carbohydrates has fallen and the proportion from fat
has risen. There is now good evidence to show that fat is less
satiating than carbohydrates; in other words, carbohydrate is a
more effective regulator of appetite, and hence intake, than fat. 13.14
However, this is only half the story since the total energy intake
from all sources has fallen over the last 50 years. I~ Prentice and
Jebb have shown that low level of physical activity is probably the
determining factor in our increasingly serious national weight
problem. This is not confined to the indigenous population and is
indeed a very serious matter for the 2 million people from the
Indian subcontinent who live in Britain. They have a high
prevalence of non-insulin dependent diabetes mellitus and coronary
heart disease which affects all groups except the Bangladeshis
whose diet contains more n-3 polyunsaturated fatty acids (probably
protective against coronary disease) derived from fish, than the
other groups. 16The Bangladeshis of East London have a lower
mortality rate from coronary artery disease than do Gujaratis of
North West London: the Bangladeshis are also the poorest group
from the Indian subcontinent. Shaukat recommends, for the high-
risk groups, an increase in physical exercise, a reduction in total
fat to Jess than 30% of total intake of energy and control of central
obesity.

The Independent" has carried a worrying report that surgical
procedures such as hip replacement may be patented, so that each
operation would involve the payment of a royalty fee to the patent
holder. This extraordinary story originated in 1973 when the
European patent office (EPO) deliberately excluded surgery from
patenting. However, the EPO now believes that 'public attitudes
have changed since 1973'. How the EPO managed to misread
public attitudes to the patenting of medical procedures is beyond
belief. As the author of the Independent article, Tom Wilkie
writes: 'Something is seriously wrong with an organization that is
so introverted and out of touch that it does not even realize it is
isolated.'

REFERENCES
I Dyer O. Consultant struck off for fraudulent claims. 8M} 1995;310:1554-5.
2 Dyer O. Gynaecologist struck off. 8M} 1995;311:213.
3 Beecham L. Academics call for review of National Lottery's funding. 8M}

1995;310:1557.
4 McKee M. Sassi F. Gambling with the nation's health? 8M} 1995;311:521-2.
5 Purnell S.MP's attack£20m bill to distribute lottery cash. Daily Telegraph 1995Jun

16:7.
6 Cull A. Payments and profits justified by success, say Camelot. Guardian 1995Jun

7:3.
7 Muir H. Lottery's £18m winners fight to save marriage. Daily Telegraph 1995Jul

17:5.
8 McKinnon A. Lottery loser killed himself for just £27. Independent 1995Jun 16:7.
9 Life's gamble. Economist 1994 Nov 19:17.
10 Tresidder M. Mr Nice Guy won the the lottery. Guardian 1995 Jun 10:27.
11 Prentice AM, Jebb SA. Obesity in Britain: Gluttony or sloth? 8M} 1995;311:

437-9.
12 Zhang Y, Proenca R, Maffei M, Barlone M, Leopold JM, Friedman JM. Positional

cloning of the mouse obese gene and its human homologue. Nature 1994;372:425-
32.

13 BlundellJE, Burley VJ,CottonJR, LawtonCL. Dietary fat and the control ofenergy
intake: Evaluating the effects of fat on meal size and postmeal satiety. Am J CUn
Nutr 1993;57:772S-778S.



LETTER FROM NORTH AMERICA

14 Rolls 81. Kim-Harris S. Fischman MW. Foltin RW. Moran TH. Stoner SA. Satiety
after preloads with different amounts of fat and carbohydrate: Implications for
obesity. Am J Clin Nutr 1994;60:47&-87.

15 Ministry of Agriculture. Fisheries and Food. Household food consumption and
expenditure. London:HMSO. 1992.

Letter from North America

41

16 Shaukat N. Coronary heart disease in Indo-origin people. Practical Diabetes lnt
1995;1l: 13S-15S.

17 WilkieT.ln patentneed of surgery. Independent 1995 Sep 5:13.

JOHN BLACK

MEDICAL PRACTICE AND CRIMINAL LAW
In a rare instance of criminal charges filed over a medical
mistake, I a New York physician was convicted of second-degree
murder for a botched abortion that caused a patient to bleed to
death. The prosecutors claimed that the doctor knew the foetus
was 20 weeks old though he testified that he believed it to be 13
weeks old. A three-inch tear in the uterus caused haemorrhagic
shock. Paramedics called to the clinic claimed the doctor lied to
them about the situation leading to the condition. The cover up,
according to the prosecutor, was one reason for pressing charges.
The doctor's licence had been revoked in 1990 for incompetence
and negligence in performing abortions on 5 women, but he was
allowed to continue to practise pending the outcome of his appeal
of the licence revocation.

Errors in medicine are known to be common and, according to
published reports, account forthe deaths of about 180000 patients
every year in the United States.' Hospitals address errors through
a variety of methods: mortality and morbidity conferences are
mandatory, incident reports and other means are used-all usually
after the fact. Medical malpractice litigation creates incentives for
improvement by making physicians and hospitals accountable for
their actions, but again, does so after the fact and only by
providing compensation. State medical licensing boards have not
sought out marginally competent physicians and usually do not
take action unless there is evidence of grievous harm to patients
or until the physician has been convicted of a crime. Criminal
charges in medical practice have involved insurance fraud, sexual
abuse of patients or illegal use of prescription drugs or illegal sale
of the same. Criminal prosecution of physicians for death of
patients remains very rare.'

Three recent cases have moved this issue of criminality in
medical practice into the spotlight. A 78-year-old woman
transferred to a nursing home was erroneously fed through a
peritoneal dialysis catheter under the orders of the physician who
mistook it for a gastrostomy tube. After several feedings, the error
was discovered by a nurse. The physician sought telephone
consultation from a nephrologist who advised immediate transfer
to a hospital. This was delayed by ten hours; on admission,
peritonitis was diagnosed and the patient died. In the testimony
presented: 'proper medical care required treating the patient as
soon as peritonitis was suspected, and following the advice of the
nephrologist. Thus the evidence established that the defendant
was aware 'of, and consciously disregarded, a substantial risk of
serious physical injury to the patient by delaying her transfer to
the hospital, and that his conduct constituted a gross deviation
from the standard of conduct a reasonable person would observe
in the situation.' The physician was convicted of reckless.
endangerment of his patient and wilful violation of New York's
health laws. An appeals court subsequently unanimously upheld

the jury's verdict and, in addition, found that his action violated
the state's public health laws, which prohibit a physician from
'wilfully' committing 'an act of neglect'. Wilful neglect is defined
as 'knowingly' failing to 'provide timely, consistent, safe, adequate,
and appropriate services, treatment, and/or care to a patient or
resident of a residential health care facility'. Several medical
organizations, interestingly including the American Medical
Association, have called the prosecution of this physician an
inappropriate response to an error in medical judgement. The
physician has been sentenced to spend 52 weekends injail, but the
sentence was later stayed pending a further hearing.'

In the state of Colorado, an anaesthesiologist fell asleep during
a mastoid operation on an 8-year-old boy. The boy's temperature
rose to 107°F and his endotracheal tube was half blocked by
mucus. Defence contended that the child had died of malignant
hyperthermia; the judge, however, found that it was the lack of
vigilance that 'in all likelihood directly resulted' in the patient's
death and that even if this was the situation, he should have had
a 90% chance of survival, and that 'if the main problem was an
obstructed airway, early recognition would have resolved the
problem completely'." The physician's medical licence, which
had been summarily suspended, was revoked on the basis of these
findings. He was charged with manslaughter in connection with
the boy's death.' Further, it was alleged that this anaesthesiologist
had fallen asleep during at least 6 other operations between
September 1990 through March 1993, although no criminal
charges were filed regarding those allegations. The case is pending
trial.

Another action involved two women, a 29-year-old who died
in 1995 and a 39-year-old who died in 1993; both died of treatable
cervical cancer after the misreading of several Pap smears. An
inquest jury recommended that criminal charges be brought
against the director, the technician and the laboratory. The district
attorney has decided to charge only the laboratory with reckless
homicide. (The trial date was set for 4 December 1995.) The
physician-director has agreed not to serve in this position for the
next 6 years, not to supervise any cytotechnologists and not to
work in any role where he might be responsible for quality
control. The technician will not work more than 42 hours per
week, not read P~p smears on a piecework basis and obey all
regulations pertaining to the number of smears that a technician
can read in one day. Malpractice suits against the director,
technologists and several physicians involved in these cases were
settled in amounts of $6.3 million and $3.5 million respectively. 8

When a physician's intervention results in a patient's death,
the public may expect some action to be taken. Prosecutors are
showing an increasing willingness to file criminal charges as
proposals are being enacted to limit civil liability. Although rare,
criminal prosecutions of physicians almost always involve charges


