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disordered patients will be, as previously, under their own Health
Authority.

Much attention is being paid to the maintenance of professional
standards and acceptable clinical outcomes. There will be a new
post, Director of Health Improvement, with powers to conduct
spot checks and act against failing hospitals. In addition, there
will be two statutory bodies for England, each with a catchy
acronym: a National Institute of Clinical Excellence (NICE) and
a Commission for Health Improvement (CHIMP). NICE will set
national standards of treatments, with clear guidelines for clinicians
about treatments which work best. CHIMP will ensure that these
standards are maintained, will investigate problems, intervene
before things go wrong and conduct rolling programmes of
review. and visit each NHS Trust every three years.

A significant new departure is that the Chief Executive of an
NHS Hospital Trust will be responsible for maintaining proper
standards of clinical care, thus ensuring that clinical standards
will be discussed at the boardroom level; previously only financial
matters were considered.

The Green Paper, Our Healthier Nation, accepts for the first
time since the Black Report of 1980,4 the necessity for correcting
the socio-economically determined health gap, with the poor
suffering more disease and dying earlier than the rich. This
disparity in morbidity and life expectancy is related to social
class, ethnic group and geographical area. There will be an attack
on unemployment, low pay (a national minimum wage has
already been established) and absolute poverty, social exclusion,
poor housing, damaging lifestyles (smoking, alcoholism, illegal
drug abuse and obesity), environmental pollution and unhealthy
or dangerous working conditions. To oversee and push these
policies forward, a Secretary of State for Public Health (Tessa
lowell) has been appointed. The former Chief Medical Officer at
the Department of Health, Sir Donald Acheson, will head a
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committee charged with tackling areas most likely to reduce
health inequalities.

This is a very ambitious programme, most of which will begin
to come into effect in 1999 and 2000. There have already been
criticisms. Too many quangos? Well, yes, there will be more
quangos. The PCGs with their responsibility for commissioning
health care, may find themselves facing disgruntled patients who
would previously have complained (usually fruitlessly) to a
faceless Health Authority. Money? In the Comprehensive Spending
Review,' announced recently by the Chancellor of the Exchequer,
Gordon Brown, the NHS will receive an extra £3 billion next year
in 1999, £5.9 billion in 2000-1 and £8.6 billion in 2001-2. This
would mean an average annual increase of 4.7% in real terms,
compared to an increase of2.5 % under the previous government.
There is a shortage of doctors and nurses, and the Prime Minister,
Tony Blair, has announced an increased intake of medical students,
though this will not have any immediate effect on staffing levels.
There is also a huge backlog of hospital maintenance and rebuilding
and the government has said that it will build 30 new hospitals.

All this is a brave start, but it seems unlikely that this programme
can be paid for without an increase in direct personal taxation,
though a hypothecated (ring-fenced) health tax might be acceptable,
if tangible improvements in the NHS were already visible.
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JOHN BLACK

AFRICA HEALTH/ILL-HEALTH: IS IT ALL GLOOM
AND DOOM?
In a previous letter, I I mentioned the near-collapse of health
services in many African countries. This was not due to lack of
money or resources, but due to little controllable burdens,
particularly those from tuberculosis and HIV infection.

A pessimist could ask: 'Is the outlook in Africa wholly
forbidding?' From the point of view of western populations: 'Are
there any enviable features at all in the prevailing general health!
ill-health situations?' The answer is: 'Yes.' Perhaps the most
prominent one concerns the very low occurrence of coronary
heart disease (CHD) in urban Africans, with a mortality rate
possibly one-fiftieth of that prevailing in many white populations,
Then there is the very low incidence of colon cancer, less than
one-tenth compared to that of many white populations. There is
also a very low frequency of hip fractures in elderly African
women, roughly one-tenth of that in elderly white women. Each

of these disabilities/diseases is a feared 'killer' in western popula-
tions. So-the question obtrudes-what are white populations
doing wrong in their everyday environment to be so vulnerable to
these 'killers '? Conversely, what are Africans doing right in their
environment? Of salient importance is the issue-could the
protective characteristics, ifsatisfactorily elucidated, be emulated
by western populations, or, would the requisite changes in
behaviour be adaptable?

Are low prevalences of these diseases in Africans readily
explicable? The answer is 'No.' Indeed, each of the situations
presented appears to be a conundrum.

While CHD is relatively rare in Africans, the risk factors for
hypertension and diabetes have a higher prevalence than those in
the white population.! The mean serum cholesterol level of urban
Africans (about 180 mg/dl) is about the same as that of Mediter-
ranean populations. Furthermore, the mean level of serum homo-
cysteine is high. 3 Yet, judging from the numbers of African CHD
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patients admitted to Chris Hani Baragwanath Hospital (3200
beds), Soweto (3-4 million population), the disease would seem
responsible for less than 0.5 % of all deaths. In diametrical
contrast, presently in the United States, the CHD mortality rate of
African-American men is a little lower, but that of the women is
slightly higher, compared with the corresponding rates in the
white population.'

According to the South African Registry, the incidence of
colon cancer is very low; 1-2 per 100000 'world' population.!
The disease is absent in rural areas. In urban areas, the protective
factor of high dietary fibre intake has been falling in the last
decade, from 20-30 g/day to about 10-15 g daily. Again, a point
of interest is the extremely high incidence of the disease in
African-Americans-in those living in Alameda it is 35.5, com-
pared with 33.5 per 100 000 in the white population."

The low hip fracture rate of elderly African women was noted
many years ago.' In 1992, judging from the annual number of
local patients admitted to the Chris Hani Baragwanath Hospital,
the annual rate is about 25 per 100 000 population aged 40 years
or above. The corresponding rate in Denmark is 540 per 100 000.8
It has been said that one in every six white women will sustain a
hip fracture in her life time. In current reviews on bone density,
osteoporosis and hip fracture, calcium intake.is now regarded as
having major aetiological importance." Yet the average intake in
urban Africans is relatively low, 350-450 mg daily. Moreover,
mothers lose large amounts of calcium due to high parity and long
lactation periods. It must be appreciated that the low occurrence
described in African women is not unique-elderly women in
Poland and Malta, who are not high consumers of calcium, also
have very low fracture rates, one-tenth of the reported incidence
in the USA. 10 An ironical fact is that in the well-known prospective
Nurses Health Study, a dietary calcium intake of more than
450 mg daily doubled the risk of hip fractures, particularly if the
calcium was derived from dairy products. II

Needless to say, all the diverse situations described are very
intriguing, exciting and challenging. Our fervent hope is that the
environmental factors which keep these diseases in check 'stay
put'. Were the incidence to rise towards those of African-
Americans, then our hospital services, already very hard pressed,
would be totally overwhelmed.

Understandably, a sceptic will ask: 'Just how accurate are the
data which have been cited? What about the number who do not
attend hospital?' Recently, a critical review claimed that data for
sub-Saharan Africa 'on the cause of death among adults ... is
essentially non-existent' . 12 Certainly all data from the continent
could be improved upon, and this would apply especially to those

dwelling in the huge rural areas. Situations differ from country to
country. The review mentioned that in Nigeria 'the vast majority
of the population has virtually no access to hospitals, clinics or
health professionals' . This is not the case in South Africa, especially
in large cities, such as Johannesburg-Soweto, where there is
ready access to health facilities. Surveys have shown that the vast
majority, when seriously ill, are taken to hospital. The published
information from countries in sub-Saharan Africa uniformly
affirms the low occurrence of CHD and colon cancer; e.g. 'colo-
rectal cancer is an extremely rare illness in sub-Saharan Africa'. 13

On a personal and homely note, years ago, I remember Denis
Burkitt, then stationed in Uganda, being asked on visiting us:
'How can you be sure of the rarity of cancers of the colon, breast
and prostate in Uganda?' He replied: 'Look, if patients in large
numbers seek help at hospitals for the common cancers, those of
the cervix, oesophagus and liver-why indeed, should patients
with other cancers not be equally keen to seek help?'
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