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Cremation has been known to the world from time immemorial.
It is believed that Hinduism owes its practice of cremation to its
Indo-Aryan roots. In ancient Europe the dead were cremated. The
Greeks used to cremate the dead on the battlefield. There is no
doubt that this is a more hygienic method of disposal of the dead,
since infecting organisms would be incinerated with the body,
and would pose no further risk to mankind. With the rise of
Christianity, the practice of creemating the dead was lost in
Europe. 'The revival of interest in cremation in Europe and the
United States began in 1874, when Queen Victoria's surgeon, Sir
Henry Thompson, published his influential book: Cremation:
The treatment of the body after death. He also formed the
Cremation Society of England in association with Anthony
Trollope, Sir John Tenniel, the Dukes of Bedford and Westminster,
and other articulate critics of burial practices. Although it was not
until 1884, when a British court first ruled cremation as a legal
procedure, it won immediate support on both sides of the Atlantic,
as stated in the Encyclopaedia Britannica of 1995.

Cremation is an excellent system for modern times, when
space is at a premium. In Tamil Nadu, alas, cremation is in the
hands of the local authorities. The Corporation of Chennai runs
the cremation grounds. Traditionally, they are run by members of
one particular community, since most others will not accept this
task. It is a harrowing experience for the relatives of the dead to
go there. I had to use their services when my grandmother died
some years ago. She, who had been fastidious about her personal
and environmental cleanliness all her life, left this world amidst
filth and excrement, with dogs roaming the grounds, and drunken
attendants blackmailing us for a hundred times the prescribed
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fees. Innumerable complaints have been made to the Corporation
about the uncivilized state of the crematoria, and I added my voice
to them, to no avail. On May 14, our Mayor, MrM. K. Stalin, said
that the Corporation is appropriately utilizing the taxpayer's
money for providing better civic amenities. He saw no cause for
complaint about any of the Corporation's services. There are none
so blind as those who will not see.

We have some relief now, in the form of electric crematoria.
There are two of these in the city. They are cleaner, and the staff
is not as corrupt as that of the traditional cremation grounds.
Religious sentiment in the city has begun to accept this form of
cremation.

The recession in the economy has hit the medical profession too.
The capacity of the public to pay has reduced, and attendance at
the city's private hospitals has fallen to a great extent. Recovery
of dues from private and public sector companies for treatment
rendered to their employees was always difficult, and has become
more so. I understand a percentage of the fees has often to be paid
to the disbursing officer to obtain payment. This is a reflection on
the character of the nation.

A gentleman brought his son to me. The boy had chronic renal
failure, and would need a transplant. I told him, gently, ofthe huge
expense this would involve. He cut me short and said, 'Don't
worry about the expenses, doctor. By God's grace, I am the pur-
chasing officer of my company. ' What does that tell you about the
morality of the public? Still worse, how readily we make God a
party to our crimes!

M. K. MANI

In its election manifesto, the Labour Party promised (if elected) to
pay special attention to Education and Health, and undertook
specifically, to reduce waiting lists for hospital treatment.

In this 'Letter' I shall examine the new Labour Government's
achievements in their first fourteen months in power, and consider
their future programme for the NHS. The truth is that so far
nothing much has happened. The reason for this standstill is the
government's pledge that for their first two years in office they
will not exceed the spending targets of the previous government.

However, much activity is planned. In December 1997, a
White Paper (implying action), The New NHS: Modern,
dependable' was published and in February 1998 a Green Paper
(consultative), Our Healthier Nation, 2 was issued.

In the White Paper, the goverment promised a ten-year plan of
reform, with changes introduced gradually, step-wise, or as pilot
schemes, in consultation with the users and the professionals.
Some reforms have already been implemented-charges for eye
tests for pensioners have been abolished and special funding has
been allocated to reduce waiting lists, which have at last begun to
decrease. 3The Internal Market, with the Hospital Trusts competing
with each other for contracts (and hence for patients), is being
abolished. The Trusts will be retained but will lose much of their

autonomy and will be under the control of the Health Authorities.
The division between purchasers and suppliers of services will be
retained but the major purchaser will now be the Primary Care
Group (pCG) , a consortium of around ten General Practices
serving a population of approximately 100 000.

High priority will be given to services for cancer patients; with
immediate effect, known or suspected cases of breast cancer will
be seen within two weeks at local specialist clinics, and by the year
2000 all cancer cases will be seen within the same period. Also by
the year 2000, a 24-hour telephone advice service, staffed by
nurses, will be available for the whole country; pilot schemes are
already in operation.

Inequalities in health care provision will be corrected by the
setting up of Health Action Zones in areas of social and economic
deprivation. Disparities in the standards of cervical smear
screening, day-care provision, and hip replacement will be evalua-
ted, and poorly performing schemes will be improved.

Mental Health Services will be under the Health Authorities,
with the exception of medium secure units which will come under
the control of the Regional Offices of the NHS Executive (replacing
the Regional Health Authorities, emasculated by the previous
government) and High Security Hospitals for the care of mentally
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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
Jowell) 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


