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captured power, they continued the practice. The scheme was
gradually expanded and it now covers children from the ages of
6 to 14. In December 1995, the then Tamil Nadu Chief Minister
Jayalalitha announced that the government would regularize the
services of the workers of the nutritious noon meal scheme in
schools and put them on a regular time scale, and everyone was
happy with the working of the scheme. It came as a surprise to all
when the present government suddenly decided to enhance the
nutritive value of the noon meal by adding an egg every day.

We wondered who was going to benefit from this deal.
Problems arose almost immediately. Children from different parts
of the state began to fall ill from gastroenteritis. Newspapers
displayed photographs of eggs of different shapes and sizes, all
said to have been served to children in the schools.

The suspicion arose that someone with a large stock of unsold
eggs had been given a chance to unload them on an unsuspecting
public. District Collectors were told to check samples of the eggs
carefully, and the epidemic died down. Huge stocks of eggs kept
in cold storage were destroyed. The Collector announced that in
future eggs would be received on Monday and Tuesday from the
traders, distributed to the noon meal centres on Wednesday, and
consumed by the children on Thursday, before they could go bad.

The Directorate of Medical Education, in a press release, gave us
some interesting statistics about the entrance examinations con-
ducted for the MB,BS courses at ten Government Medical Col-
leges in the state. A total of 16 865 students aspired for the 944
seats; 55.31% of them were women, a far cry from the days when
women had to be persuaded to apply. Only 9.62% were from rural
areas. One fondly hopes that people from villages will choose to
return to serve their communities, but it seems unlikely in these
days when the ambition of most graduates seems to be to move
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westward. The first rank, with an incredible 298.08 marks out of
300 (where did he drop those 1.92 marks!), went to a student from
the Scheduled Castes. Does that not prove that, given good
education from the primary school level, there is no community
which cannot achieve academic distinction? The cut-off mark for
candidates for unreserved seats was 291, and there were 293
candidates who surpassed that score (293 who dropped a mere 9
marks, just 3% short of perfection). Is that a matter for rejoicing?
How can anyone judge that the person who missed 9.1 is inferior
to these? There must be a way to widen the gap between the best
candidates, so that the very best are indeed rewarded.

In an earlier letter,' I spoke of the harrowing experience of those
who have to use the cremation grounds maintained by the Corpo-
ration of Chennai. Is relief at hand for the grieving public of this
city? The Corporation has invited charitable organizations to take
over the management of these grounds, and one has already been
adopted. I am not yet confident of improvement. The- burial
ground attendants, the vettiyans, will still be licensed by the
Corporation, and the Corporation will continue to prescribe the
fees which may be charged. It would be a better idea to let out a
few of the grounds with no such conditions, so that realistic fees
may be collected and substantial improvements may be made to
the grounds and in the services offered.
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M. K. MANI

'A soul is a very expensive thing to keep: much more so than a
motorcar.'

-George Bernard Shaw in Heartbreak House

During the last six months the medical profession has been
involved in a number of cases which provided the media, particu-
larly the press, with the opportunity to indulge in one of their
favourite pastimes: knocking the medical profession.

What has become known as the 'Bristol case"> involved two
cardiac surgeons (one a former medical director) and a doctor who
had been chief executive of the National Health Service (NHS)
Trust at the time of the misdemeanours. Evidence presented to the
General Medical Council (GMC) showed that the two cardiac
surgeons, working in a general hospital, operated on a number of
children with an operative mortality much greater than that of
centres specializing in paediatric cardiac surgery, It transpired
that this high operati ve mortality had been the subject of comment
and concern within the hospital for some time, and that warnings
had been given to the chief executive, who had ignored them,

When, finally, a consultant anaesthetist blew the whistle on the
affair, the attitude of his colleagues at the hospital forced him to
leave his post and return to his native Australia.

The GMC found that all three were guilty of serious profes-
sional misconduct. The senior of the two surgeons and the chief
executive, who had both retired before the inquiry, were struck
off, and the junior surgeon was allowed to remain on the register,
with a ban on operating children for three years. It was clear that
the hospital did not have proper facilities for the postoperative
care of very sick children, and that the hospital as a whole had
conspired to conceal what was going on.

Many were surprised that the former chief executive should
have been dealt with so severely, and one wonders what would
have happened if he had not been medically qualified. The verdict
foreshadowed one of the provisions in the White Paper of 1997,3
making chief executives responsible for maintaining proper stan-
dards of clinical care.

The 'Bristol case' also provided discussion on the role of the
'whistle blower' in such situations. Would-be informants of
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professional incompetence or negligence are likely to be junior
staff and, therefore, vulnerable to victimization. The most sen-
sible advice seems to be that a complainant should give the infor-
mation to a trusted impartial senior consultant on the staff and then
fade into the background and allow himlher to decide how to
proceed. The Secretary of State for Health, Frank Dobson, has
promised that 'whistle blowers' in the NHS will be protected, but
how this would be achieved is not clear.

The second question arising from this case is that of self-
regulation. The GMC is anxious to retain its right to conduct
disciplinary procedures in a largely medical context, though there
are lay members on the council. Nevertheless, any more failures
in self-regulation may well prompt the government to set up an
independent body to investigate and regulate clinical standards. It
may well be that either the National Institute of Clinical Excel-
lence (NICE) or the Commission for Health Improvement
(CHIMP)3 will be given these powers.

In a more straightforward case,'> a gynaecologist was struck off
the register by the GMC for professional misconduct and incom-
petence. He was also accused of inappropriately delegating work
to his junior staff and attempting to induce NHS patients to have
treatment privately. After one particularly disastrous operation a
urologist who had been called in to repair the damage reported the
occurrence to the medical director, who suspended the gynae-
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cologist. Again, colleagues had long been aware ofthe consultant's
shortcomings but had taken no action.

On a more cheerful note, a recent paper" compared doctors'
handwriting with that of other professions (nurses, other medical
workers, and administrators). They found that doctors' handwrit-
ing was indeed less easily legible than that of the other groups, but
that they wrote numerals very clearly. Why should doctors write
so badly? My own experience of reading hospital notes in medico-
legal cases indicates that the writing of junior doctors is usually
easily legible, suggesting that crabbed handwriting develops with
seniority. Is it because of the necessity of having to write clinical
notes in a hurry? If this is so, there is no need to add calligraphy
to the already overburdened student's curriculum.

REFERENCES
I Treasure J. Lessons from the Bristol case. BM] 1998;317:1685-6.
2 Dyer C. Compensation claims expected to follow GMC's findings. BM] 1998;317:

1691.
3 Black J. Letter from London. Natl Med] India 1998;11:240-1.
4 DyerC. Obstetrician accused of committing a series of surgical blunders. BM] 1998;

317:767.
5 Dyer C. Gynaecologist showed 'lack of care and judgement'. BM] 1998;317:965.
6 Lyons R, Payne C, McCabe M, Fielder C. Legibility of doctors' handwriting:

Quantitative comparative study. BM] 1998;317:863-4.

JOHN BLACK

HEALTH TRANSITION
The term 'health transition" defines a change in the pattern of
disease prevalence in a community from one in which infections,
parasitic infestations and malnutrition inflict disease, premature
death and a low life expectancy, to the other in which disease
prevalence increasingly comprises man-made afflictions (acci-
dents, occupational disease and disorders linked to unhealthy
lifestyles), and the chronic degenerative infirmities of old age
(osteoarthritis, osteoporosis, coronary and cerebrovascular dis-
eases). Along the scale of health transition, Sri Lanka seems to
have arrived at the third stage,' in which a 'double burden' of
disease is a distinguishing feature-diseases of old age and
unhealthy lifestyles show an increasing prevalence, while com-
municable diseases and malnutrition continue to affect a signifi-
cant proportion of people.

Consider some statistics. Hospital admissions for ischaemic
heart disease have increased over 30-fold from 1970 to 1995;
surveys indicate that the current prevalence of hypertension
among adults is about 20% and of diabetes about 5%; victims of
serious road traffic accidents which were about 10 000 in 1970
escalated to 22 000 in 1995; suicides have increased by 1370%
from 1945 (375 suicides) to 1995 (5500 suicides). Sri Lanka has
the distinction of having the fastest ageing population in the
world-the life expectancy at birth was 65 years in 1971 and 74
in 1997-and the proportion of the elderly population (6.5% now)
will double to over 12% in 2020. Distressingly, characteristics of

the rust stage of health transition persist at unacceptable levels.
For example, regular epidemics of cholera and dengue occur,
tuberculosis and malaria are endemic, and the prevalence of
malnutrition among pre-school children is about 35%.

Until recently, the Ministry of Health seemed to be floundering
in the dark, unable to apprehend the status quo or offer the
semblance of a rational solution to the nation's health problems.

HEALTH TASK FORCE
It is against this background that the President of Sri Lanka
appointed a Health Task Force in January 1997, to recommend a
comprehensive national health policy to the government. The
Task Force has now produced its report. Chaired by the Minister
for Health and Indigenous Medicine, it comprised 28 members,
including senior health administrators, and acknowledged spe-
cialists in economics, planning management, social infrastructure
development, postgraduate and undergraduate medical educa-
tion, major clinical specialties (such as medicine, surgery and
psychiatry), Ayurveda, Siddha and homoeopathy.

The Task Force worked in 14 committees--community health
needs, health promotion and education, patient care, preventive
health and family and adolescent health, private sector health
care, legislative framework for health care, management and
organizational structure, finance and financial management, hu-
man resource development, performance appraisal of individuals
and institutions, Ayurvedic drugs, medicinal plants, research in


