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economic differences with poorer people improving more slowly,
but there has been progress in all social groups.

What is disturbing is that the improvement in recent years has
been slower in Scotland than in England. Dorling" studied Stan-
dardized Mortality Ratios (SMRs) in local government areas in
Britain. Hefound that for the 20 years (early 1960s to early 1980s)
Scotland's overall SMR was 10%-12% above the rest of Britain.
This arose not because of an increasing death rate but because the
rate of improvement was smaller than for the rest of Britain. The
question thus posed is, why? Two hypotheses have been sug-
gested:

1. First, there are no major differences between Scotland and
England in standardized death rates, but in Scotland the overall
SMR is worse because it has a higher proportion of population
which is disadvantaged.

2. Second, Scots may have higher standardized death rates than
that for England because there is an additional' Scottish effect'
beyond that due to deprivation.

The paper goes on to consider the evidence around working
and living conditions, social and community networks, lifestyle
factors, and socio-economic and population characteristics. It,
shows that the risk of dying early (before 65 years of age) was
greater in all socio-economic groups in Scotland than in the rest
of Britain, and socio-economic inequalities were greatest in
Scotland. The Scottish Council Foundation states that this is a
double-whammy which requires further analysis so that policy-
makers, including the new Scottish Executive and Scottish Parlia-
ment, can understand and tackle it.
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There are no easy answers or quick fixes to health inequalities
or why Scotland appears to be behaving differently from the rest
of Britain. What is clear is that health inequalities have, at least,
been acknowledged by the government. A start, however modest,
has been made by the government to improve the socio-economic
conditions of the poorest in Britain. The government is not going
as fast as its critics would like, but narrowing health inequalities
means narrowing the income and wealth differentials between the
poor and the rich. To say this is a tricky issue for any government
is a political understatement. The race to narrow health inequali-
ties by the government is a marathon which has just started. It
requires sound tactics and correct pacing-sprinting for a quick
fix will help no one. I, for one, will be keen to monitor the govern-
ment's progress through the various milestones in the race.
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H. S. KOHLI

A major pre-occupation (apart from the war in Kosovo, which I
hope will be over by the time this is in print) is the controversy
over genetically modified foods and crops. It all started with the
revelation that Monsanto, the American agrochemical giant (pro-
ducer of Agent Orange, the defoliant used in Vietnam, and
'Roundup' [glyphosate, the widely used weed killer)) has been
sending to the United Kingdom soya products containing a
mixture of genetically modified and ordinary soya. Monsanto
claims that it is too expensive to separate the two types.

It was then discovered that, for the past year at least, there has
been on sale a vegetarian cheese made with the recombinant
enzyme chymosin, and tomato paste made from tomatoes geneti-
cally modified to increase their shelf-life. Further investigations
by anti-genetically modified groups have found that around 60%
of manufactured foods contain the mixed soya as a 'filler' (or less
euphemistically, an adulterant). It is true that at this stage there is
no evidence that anyone has been harmed by these foods, but the
fear persists that genetically altered food constituents might
produce new forms of allergy or contain toxic compounds.

All this came as a shock to the consumer whose faith in
government pronouncements and food safety regulations had

been badly shaken by the Bovine Spongiform Encephalopathy
fiasco and the outbreak of E. coli 0157 food poisoning in Scot-
land. A further blow to official credibility was the scare produced
by an injudiciously phrased statement from the Department of
Health in 1995 about the risk of thromboembolism from 'third-
generation' contraceptive pills. Thousands of women stopped
taking the pill and it is estimated that this resulted in 30 000
unintended pregnancies and 14000 more than the expected
number of abortions. The Department of Health has now changed
its advice and puts the risk from any sort of contraceptive pill as
'very small', but many women remain suspicious.

The discussion has now moved to genetically modified crops.
This is potentially a much more serious issue. Various commer-
cial crops such as cotton, oilseed rape and maize (com) have been
made resistant to weed killers, and insect-resistant potatoes have
also been produced. Here the concern has been that weed killer
resistance could be transferred to related wild species, producing
'super weeds'. A recent report' has shown that this has indeed
happened; pollen has spread from a trial field of genetically
modified oilseed rape to wild turnip plants; the hybrids were
resistant to weed killer.
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Initially, the government failed to appreciate the strength of
public concern, and the Prime Minister, Tony Blair, was seen on
television declaring his faith in genetic modification and confirm-
ing that his family were happily consuming foods containing
genetically modified constituents. Unfortunately, this reminded
people of the ill-fated occasion when a Cabinet Minister, John
Gummer, proclaimed the safety of British beef by forcing his
child to eat a beefburger. Subsequent events made a mockery of
this foolish gesture.

Belatedly, the government took action to limit the number of
trial crops in the UK and has promised that all foods containing
genetically modified products will be clearly labelled. In June, ten
out of the thirteen members of the Advisory Committee on
Releases to the Environment are to be replaced by members with-
out links to the agrochemical business. A Food Standards Agency
is also to be set up, though this was originally a response to the
bovine spongiform encephalopathy disaster.

There appear to be two strands to the opposition to genetically
modified technology. First, there is the mistrust of government
pronouncements, as already discussed, and second, a feeling that
we are being pushed around by the Americans. This has been
reinforced by the 'banana war' in which the USA has put in place
trade sanctions against a number of British products on the
grounds that Britain is unfairly giving preferential trading terms
to the producers of Caribbean bananas. The World Trade Organi-
zation has confirmed that Britain is contravening the regulations.
Though bananas are produced in South America, the aggrieved
companies are all American-owned.

The fear of American domination of the' agrobusiness' is not
confined to the UK and other Western European countries. It has
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come to light that Monsanto is about to acquire a firm producing
plants which have infertile seeds, so that the traditional method of
the Third World farmer of retaining part of his crop to be sown the
following year will no longer be possible. Farmers would be
forced to buy their seed each year from Monsanto, giving the firm
an enormous profit. More sinister is the fact that Monsanto has
patented a number of herbicide-resistant crops and says that the
sowing of seeds from these plants would be in breach of their
patent; it even employs detectives to discover transgressors. All
this makes Monsanto's claim, that genetically modified crops,
which are drought- or pest-resistant will boost world food produc-
tion, sound hollow. In the opinion of the celebrated Indian econo-
mist Amartya Sen.' famines are not due to shortage of food, but to
(oversimplifying) failures in distribution.

Clearly, much more research, under carefully controlled con-
ditions, is required before we can accept a new agricultural
revolution.

A last minute quote from the BM]: 'Many lectins are powerful
allergens, and prohevein, the principal allergen of rubber latex, is
one. It has been engineered into transgenic tomatoes for its
fungistatic properties, so we can expect an outbreak of tomato
allergy in the near future among latex-sensitive individuals.'3
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JOHN BLACK

SOUTHERN AFRICA'S 'HOLOCAUST': IS
HIV INFECTION UNCONTROLLABLE?
India, with a population nearing one billion and an estimated four
million HIV-infected people, is now considered to be the country
with the largest number of people infected with HIV in the world.
'AIDS will cost India ... by 2000 ... 5% of the gross domestic
product.' 1 How bad is the situation in Africa? It has been stated:
'Holocaust-HIV devastates a continent.TIs this really true? In
southern Africa, the questions we face are: What are the worst
scenarios of HIV infection? What are the ramifications regarding
associated diseases such as tuberculosis, and sexually transmitted
diseases (STDs)? What is the mortality situation? How do people
feel about AIDS? Can anything be done to fight the infection?

Epidemiologically, in Harare, Zimbabwe, a comparison was
made of the socio-economic state, nutritional profile and present-
ing features of HIV-infected and non-infected African children
who were hospitalized for malnutrition.' Of 140 children aged
>15 months admitted over a 3-month period, 48.6% were HIV
seropositive. Marasmus and marasmic kwashiorkor were pre-
dominant in the infected children. In 1997, a surveillance study
among adults at an antenatal clinic in a rural district in Masving

Province reported the overall prevalence to be exceptionally high
(41.6% ).4 Understandably, in southern Africa, the intensity of the
infection varies from country to country, and within each country.
Thus, in South Africa, the estimated prevalence in 1997 in the
heterosexual population varied from 3.1% in the western Cape to
25.1% in the North West Province.' Unpublished reports indicate
that the proportions now infected have increased.

In the African setting-what are the ramifications of HIV on
infections such as tuberculosis, itself responsible for very high
morbidity and mortality, and also on other STDs? Regarding
tuberculosis, cross-sectional studies between 1989 and 1993 at
Hlabisa hospital (450 beds), in a rural area in northern KwaZulu-
Natal, revealed that the number of HIV-positive patients with
tuberculosis had increased from 6 in 1989 to 451 in 1993.6 The
highest prevalence of the infection was in the 20-29 years age
group. Of patients with AIDS, 69.1% suffered from tuberculosis.
As to STDs, according to the World Health Organization, these
diseases increase the risk of HIV transmission up to 20 times.'
Recent studies in Tanzania have shown that preventing and curing
traditional STDs can reduce the incidence of new HIV infections
by 40%. All this, of course, calls for safer sexual beha-viour and
widespread availability and affordability of condoms.


