
The publication of significantly different National Plans for the NHS in each part of the (still) United Kingdom which will 
profoundly influence society’s care for health as well as its health care in the future, together with the imminent General
Election, provide salutary spurs to medical scientists to assess our roles in the development, communication and application
of new knowledge.

The contributions to this issue from the holders of the health portfolio for the three major political parties are unequivocal and
revealing. Individually they reflect a refreshingly idiosyncratic approach that may come as a pleasant surprise to readers who
do not know the authors. No less striking is their clear challenge to medical scientists to address the crucial issue of public
trust in their work. Coincidentally, one is struck by the evidence of opinion polls which show that whilst the recent spate of
medical  - if not scientific - disasters may have dented public confidence in the medical profession as a whole, they have not
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EDITORIAL - An abyss - or promised land?

Health and healthcare are high on the agendas of all three principal
political parties. When we asked the Secretary of State for Health,
along with his shadow counterparts in the Conservative and Liberal
Democrat Parties to address their priorities in medical science, they
showed an encouraging degree of complementarity. 

Alan Milburn, for the Government, stresses the importance of 
adequate funding for biomedical science in general and in three key

areas in particular. Conservative spokesman Dr Liam Fox focuses
on the need to confront squarely the delicate ethical issues 
created by current advances in medical technology. For the Liberal
Democrats, Nick Harvey clearly demonstrates the dangers 
inherent in a breakdown of public trust in science and scientists.

In this special issue of the Academy
Newsletter we publish their views in full, along
with the perspectives of key professionals
representing the interests of Scotland, Wales
and Northern Ireland. With devolution a 
reality, these are exciting - if demanding - times
for all three countries. The comments of Ingrid
Allen, Ian Cameron and David Carter reflect
the pressing issues facing health services 
in transition.

Looking ahead: the priorities  
for medical science

Continued on Page 6
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The government attaches
enormous importance to
medical sciences. In our drive
towards better health and the
highest quality of services 
for patients we recognise 
an obligation to embrace
advances in science and
technology, to assess their

true worth for the benefit of patients and the public, and 
implement service developments as speedily and effectively
as possible. To further this I want to draw your attention to
new investments in three areas that I am sure will be of 
interest to Academy members. They are cancer, genetics and
the R & D workforce.

Improvement in cancer care is one of the central priorities for
the NHS. Research into all aspects of cancer is essential 
if the burden of disease is to be reduced as quickly as 
possible. Our own review of cancer R & D told us that the
highest priority for new investment was to strengthen the
infrastructure for conducting trials of new advances in the
treatment of cancer. This priority was confirmed by all those
who looked into the matter and so I was very pleased to be
able to confirm an additional £20 million per annum for a 
National Cancer Research Network. The first of the local 
networks will start on the 1st April and these will be added to
during the next two years until we have comprehensive 
coverage throughout the NHS. We are also increasing NHS 
investment in translational cancer research.

We felt that there was a need to further the planning and 
co-ordination of cancer research. Accordingly, we have
worked with our funding partners to develop proposals for a
National Cancer Research Institute. This is not a single large
institution with a large in-house research programme 
but rather an organisation which will have strategic oversight
of cancer research  conducted in this country. Detailed 
proposals have been prepared, are almost unanimously
agreed and I look forward to receiving them.

There was one specific area that was under researched and
that was prostrate cancer. We decided to increase our
investment in prostrate cancer R & D by £1 million per
annum in each of four consecutive years. A review of 
prostrate cancer research in the UK gave high priority to
establishing some centres of research excellence in prostrate
cancer to focus and accelerate the research effort in this
area. We are about to announce the successful bids.

We are all certain that advances in genetics will have a 
significant impact and present major opportunities to improve
health and health care. Some of these advances, mainly in
single gene disorders and pharmacogenetics, are likely to
become widely available during the next five years whilst
others, such as gene therapy, may be further away. In the
meantime we are resolved to strengthen the current provision
of genetic services in the NHS to ensure consistent 
nation-wide access and to deal with further advances. On the
basis of sound and expert advice from Academy members,
amongst others, we are establishing a national advisory
group to co-ordinate the strategic commissioning of genetic
services and we are developing detailed plans for some 
additional investment in regional genetic services and the
creation of the medical knowledge parks announced in the
NHS Plan.

Finally let me say that I recognise only too well that the
implementation of the NHS Plan and the developments
described above can only be achieved if we have the 
appropriate multi-professional workforce. The Academy’s
influential Savill Report drew our attention to the need  for
action in relation to clinician scientists. I can confirm that 
officials in the Department of Health have been working
with other funders to develop a national clinician scientist
scheme as envisaged in the most important recommendation
in the Savill Report. The scheme will be announced shortly. 
It will stand alongside our existing schemes to develop
research capacity in primary care and in public health and we
are developing our ideas about further schemes in nursing,
midwifery and the other professions allied to medicine.

Since 1997, and in particular, during the last twelve months
there have been a series of major commitments to improve
health and health services in England. In March 2000 the
Prime Minister announced a large sustained investment in
the NHS. We were determined that the extra resources
would enable the reform and modernisation of the 
NHS as well as make up for previous under investment. 
The government is determined to ensure Britain gets 
maximum benefit from the expertise of our world-class 
medical scientists. In this whole process the Academy 
and its members are an influential voice and I am sure this will 
continue.

Alan Milburn MP
Secretary of State for Health

‘The government is determined to ensure Britain gets maximum
benefit from the expertise of our world-class medical scientists.’

POLITICAL PERSPECTIVES
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When your Editor invited me to submit this piece, he asked me
to address the Conservative Party’s approach to some of the
priority issues in medical science. I firmly believe that the 
ethical aspect of medical science research is really the most
important issue which the community must address. The
Conservative Party stands ready to play its part in creating a
new environment which subjects science to proper ethical
scrutiny. Our first step in Government would be to create a
National Ethics Committee.

A recent survey revealed that politicians are seen to be 
increasingly obsessed with focus groups and short-term 
headlines. This culture leaves little room for consideration of 
the wider forces which shape our society or how we should
respond to the resulting challenges and opportunities. In 
medicine the changes have been particularly profound. It is 
difficult to overestimate the impact that the medical revolution
of recent decades has had on the expectations and experience
of our lives. We are living longer and more healthily. We can
recover from diseases once thought incurable.

However, the medical revolution has not only changed the way
that we live, it has also altered the way in which we can, and 
I believe must, think about life and living. Boundaries once
thought unassailable have been broken down. Genetic
research means that we are now dealing with the very building
blocks of life. Our perception of what it is to be human is, quite
literally, being put under a microscope. 

The medical revolution therefore carries with it moral, ethical
and philosophical consequences which must be confronted.
Yet at the very time when we most need to answer the moral
and ethical questions raised by our scientific advances, our
ability, indeed willingness, to do so often falls well short of the
advances themselves. 

Many believe that scientists have been able to advance at a
pace, which outstrips our capacity to make the necessary
philosophical adjustments.This is territory into which politicians
do not feel encouraged to enter. Deep emotions are stirred.
We are accused either of ‘moralising’ or ‘scare-mongering’. We
are told that if we seek to limit science in any way, we are guilty
of condemning the ill and the disabled to further misery, or of
threatening jobs and trade. Either we are too careless for 
failing to establish safeguards, or we are ostriches sticking our
heads in the sand and hoping that the problem will go away.
It is true that these questions are sensitive. And the judgments
self-evidently are difficult. However, neither must be used as
excuses for failing to try to find answers. 

What framework should we apply? First, we must reject the 
relativist’s argument that, because seeing these issues from
varying different moral and ethical perspectives would lead to
lines in the sand being drawn out in different places, no lines
should be drawn at all. The fact that different people will make
different judgments must not be used to justify a decision not
to exercise any judgment whatever. This is an area in which it
is impossible to remain morally neutral, irrespective of whether
or not it would be politically expedient to do so. If we refuse to
consider where the ethical boundaries lie, and shy away from
setting them in a legislative framework, we are in effect saying
that there are none at all. 

There is genuine and deep-rooted political unease about many
of the medical techniques that we can now employ.
Euthanasia, genetic research, cloning and infertility treatment
have all raised considerable public concern. We need to

respond to this but the 
questions that the medical 
revolution raises are too 
important to be left to 
scientists and doctors alone.
Society as a whole must tackle
them.

I intend no disrespect to my
own profession in saying that.
However, we must never forget that human knowledge is
always developing, and also that it is far from infallible. There is
always the danger of the unpredicted outcome or the 
unforeseen consequence. What might be regarded as a 
certain medical truth, or the most advanced treatment 
available, can be discredited within only a few years. For 
example, one need think only of Thalidomide.

There are those who say that the ends justify the means, 
whatever the moral consequences. They are in the minority. 
All reasonable people would, I believe, accept that just
because we can do something it does not follow that we
should do it. By extension, the fact that science enables us 
to do something does not mean that we should be allowed 
to do it. We must therefore establish a moral and ethical 
framework within which all citizens are obliged to operate when
considering whether scientific boundaries should be pushed
back. Furthermore, we should be confident enough as a society
to take back this agenda from the scientific community alone.

There are certain principles we must follow. We must avoid
being alarmist. Nothing scares people like ignorance.
Transparency and accountability must be our watchwords. 
Our debate can be mature and considered only if it is also an
informed one. Information must be freely available, explained in
a way, which makes its complicated concepts understandable
to the greatest number of people, and free from crass 
distortions and over-simplifications, which sometimes 
characterise coverage of the issues. 

We must ensure that human privacy and dignity are protected.
We must in particular be careful to maintain respect for those
who are already disabled or who suffer from incurable 
diseases. They must not be made to feel that their lives are 
inferior or valueless. 

This debate has a direct impact on every one of us. I therefore
hope that we will all become engaged in it. It is not an area for
scoring party political points. But this does not mean that 
politicians should avoid it. On the contrary, this is an 
opportunity for the sort of informed debate the public wants
and deserves. Indeed, these are matters on which the public 
is beginning to demand leadership. 

Above all though, these are issues which the scientific and
medical communities must address publicly. Legitimate 
concerns should not be dismissed or sneered at. Experts
should not hide behind techno-jargon and scientific 
gobbledygook. Public anxiety must be dealt with in an open
and sympathetic way. It is important that public confidence is
restored and then maintained. The public must therefore be
shown openly, and to its satisfaction, that rigorous ethical
guidelines are in place and that sound moral judgments are
being made.

Dr Liam Fox MP
Shadow Secretary of State

POLITICAL PERSPECTIVES
‘...the medical revolution has not only changed the way that we live. It has
also altered the way in which we...must think about life and living.’
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Medical science has never
had such a high profile. And
rarely has that profile been
so mixed. Just eight letters
are responsible for much of
the bad publicity (DU, BSE,
MMR), and the mapping of
30000 genes for the good.

The pace of medical 
and technological change continues to surpass society’s
expectations and if advances in science are not tempered 
by public comprehension and if imagination is not hotly 
pursued by application there is a very real danger that 
science will lose the confidence of the public.

The greatest challenge for medical science today is to
ensure that the bond of trust between its progress and the
public is not broken. Over recent months, and over a 
number of issues, that bond has become strained. Public
interest in science remains high, but I fear that 
currently it is for many of the wrong reasons. Increasingly,
people are viewing technological advances with suspicion.
And although it is entirely justifiable to question the motives
behind the science, I feel it is unhealthy for this kind of 
cynicism to creep into a relationship that must ultimately 
rely upon a large degree of trust. The reason that trust has
been eroded is to a large degree because progress has too
often been misrepresented, misjudged or misunderstood
but also because science has not taken its responsibility to
the wider public seriously enough. 

The implications of an incident like the BSE crisis still 
rumble on, and although the Government of the time
escapes relatively unscathed from the whole episode, 
medical science in general continues to get a rough ride. It
seems that we are used to mistrusting politicians, but are
more surprised when the scientists let us down. However, 
I fear that unless science acts to protect its reputation and
prevent gross and intentional misrepresentation of its
research, the public will soon be re-evaluating its opinion on
scientists too. The current dispute between Celera and the
international public consortium over the intellectual property
rights of the human genome map will do little to assuage
high feelings and whilst science continues to argue over
who will reap the financial benefits, the benefits in terms of
public opinion continue to diminish.

But whilst the restoration of trust in the legitimate purposes
of research continues to be an important theme, it is also
vital that it is not used as an objection to further scientific
advances. The potential for therapeutic cloning presents
medical science with huge new opportunities and although
we must proceed with extreme caution, it is my view that we
must proceed. But as these new avenues for exploration
open up, I believe it is the duty of the Government to 
encourage investigations into less attractive areas of
research, especially those concerning public health. With
the huge expansion of sales of mobile telephones, 
particularly to children, I think it essential that we close the
gap in our knowledge about the possible effects of radiation.
Although we can’t expect the science to be exact, it is
essential that parents be informed about the risks to their
children as soon as possible, even if it might mean erring on
the side of caution.

In the case of another parent-worrying issue, the combined
MMR vaccine, the huge weight of medical evidence 
suggests that the vaccine is safe. Yet inoculation rates 
continue to fall and word at the school gate continues to
spread that the vaccination is linked to the onset of both
Crohn’s disease and autism. Many parents I have spoken to
are happier to expose their children to the risk of measles,
mumps and rubella than to the vaccination itself. If the
Government and the world of science cannot quickly restore
faith in the vaccination, or provide a reliable alternative in the
interim, Britain’s children might soon be susceptible to a killer
epidemic. There can surely be few things more pressing.

In the longer term, a priority for medical science must be to
gain a better understanding of the immune system and the
organic and psychological aspects of the body and brain.
Conditions like Gulf War Syndrome and ME are currently
beyond our comprehension and therefore our help.
Complementary therapies may well be the best way to treat
some conditions, but until more work is conducted on the
efficacy and safety of these treatments we cannot be sure. 

Nick Harvey. MP
Spokesman on Health for the Liberal Democrats

POLITICAL PERSPECTIVES
‘...if advances in science are not tempered by public comprehension...
there is a very real danger that science will lose the confidence of the public.’
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After Phillips - the science and the process

Since the last number of the
Newsletter, two major reports
dealing with BSE and vCJD:
the report of the Phillip’s Inquiry
and the Food Standards
Agency report on BSE
Controls, have appeared.
These have clarified many
issues and raised a number
more. The Academy has joined

forces with the Royal Society in setting up a working party
to produce a response on the outstanding scientific issues.
Both the Academy and the Royal Society individually will
also respond on the issues of process and what lessons are
to be learned from the whole tragic episode. The Academy
response will concentrate particularly on those issues 
relating to human health. 

Until these working parties have completed their tasks, 
it would be premature to guess at their conclusions.  It is, 
however, beyond dispute that there will need to be a lot
more scientific research.  Although the size of the epidemic
of variant CJD cannot yet be predicted, it is clear enough
that it will go on for several decades. There are still 
occasional cases of  kuru occurring, close to fifty years after
the last cannibal feast took place in New Guinea. A sensitive
and specific test for pre-morbid diagnosis, preferably one
that detects those who are ‘incubating’ the disease many
years before they develop symptoms, would be of immense
value since it is only at this pre-symptomatic stage that any
measures can be expected to arrest the disease process.
The fear that vCJD may pass from human to human is 
being addressed by expensive precautions with regard 
to surgical instruments and the blood supply. A good 
pre-morbid diagnostic test would make a big impact here
too.

The Phillips report came down firmly in favour of the 
hypothesis that BSE originated in a rare event in a single
animal, probably at least a decade before the disease was
clinically recognised in cattle. MAFF, which has supported
the alternative view that BSE originated from sheep scrapie,
is reluctant to accept this conclusion and has set up yet
another group to look into the question again. If the Phillips
view prevails, the precautions being taken to avoid recycling
potentially infected material in animal feed will have to be
permanent since there can be no guarantee that a similar
event would never happen again.  This has the important
implication that other means will have to be found for 
disposing of the huge amount of potentially infectious 
by-products that the livestock industry produces. The 

alternative would be to find an entirely foolproof method of
destroying  prions, something which has so far eluded all
those who have tried it.

The Academy is joining the Académie des Sciences and the
Académie de Medicin in Paris in organising a major Franco-
British meeting on the science of prions and the diseases
they cause. This is about to take place and, by the time this
Newsletter is published, I, at least, will be the wiser.

There will also be lessons to be learned on process. The
Phillips report raised major questions on the mechanisms by
which government gets advice on scientific matters and on
the difficult interface between science and policy. The very
definition of an expert committee needs to be clarified and
robust procedures devised for how such bodies are to be
constituted; who should appoint them; how they are to be
run and how they are to be protected from inappropriate 
pressures; and on what questions they are expected to be
advise. I consider that the distinction between “pollable” and
“non-pollable” questions is important in this regard. Pollable
questions are those whose answers are affected by what
the electorate thinks about them and are essentially a matter
for politicians rather than scientists. Non-pollable questions
have objective answers (even if no-one yet knows what they
are) and these are the questions which need scientific
advice. This whole area goes far beyond the questions of
BSE and vCJD and is of the greatest interest to bodies like
the Academy who are in the business of giving scientific
advice, sometimes on request and sometimes on their own
initiative. The reports of these working parties will make 
interesting reading for us all.

Peter Lachmann

▲ Peter Lachmann with Professor Nicole Le Douarin,
Secretaire Perpetuel, Académie des Sciences.
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The establishment of the
Northern Ireland Assembly,
with a Minister responsible
for Health, Personal Social
Services, and Public

Safety has revitalised interest in our services and how they
are delivered. Under the auspices of the Office of the First
Minister all public structures in Northern Ireland are being
reviewed: at the same time new cross-border structures
have stimulated further collaboration with our, now very
wealthy, neighbours in the Republic of Ireland. Our acute
hospital structure is under review and in the light of all
these changes the Assembly has voted to retain fund
holding in general practice for another year so that new 
primary care structures will synchronise with those 
developed for Boards, Trusts etc.

Against this background of change, the R&D Office
responsible for Health and Social Services research, has
taken a different approach from that operating in the rest
of the United Kingdom. Research funding has been 
separated from other NHS funding and withdrawn 
from Trusts over a phased three year period. This means
that the NHS R&D budget is real rather than virtual, and
the Director of R&D can ensure research accountability as 
well as financial accountability. Northern Ireland has 
identified recognised research groups in which principal 
investigators receive direct funding for a five year 
programme. The first four groups established are in 
cancer, epidemiology, endocrinology and diabetes, and
child health and welfare. Five others are presently 
being evaluated. To support these research groups, four

research support centres, hosted by Trusts but with
University input, have been established. These are a 
nucleic acid and tissue centre, an epidemiology support
centre, a cancer clinical trials unit, and a general clinical 
trials centre.  This approach has found favour with the
House of Commons Science and Technology Committee
and has been the subject of a detailed article in ‘Research
Fortnight’. 

Other new initiatives include further collaboration with 
the Republic of Ireland where the agreement signed by 
Ministers from Ireland, North and South, and from 
Washington has allowed us to approach cancer 
research on an all-island basis, with significant input 
from the National Cancer Institute. Much remains to be 
done. We will shortly establish a new Health and Social 
Care Research Unit, which should allow us to compare 
the benefits of our integrated health and social care 
services with systems operating in other parts of the 
United Kingdom. This unit also should give support to 
researchers in primary care.

There is no question that devolution has provided great
stimulus to the debate around health and social care
issues in Northern Ireland. However research is 
international and we certainly do not wish to lose the great
benefits which come from research collaboration 
throughout the United Kingdom and with the wider world.

Professor Ingrid Allen DL CBE FMedSci 
Director, Research and Development Office for the
Health and Personal Social Services in Northern Ireland

Northern Ireland

PROFESSIONAL PERSPECTIVES

‘...devolution has provided great stimulus to the debate 
around health and social care issues in Northern Ireland.’

diminished patients’ confidence in their own individual practitioners. Sadly, scientists who are not practitioners do not have
the advantage of the personal link with individual members of the public. But the acceptance of germ cell research (nuclear
transfer) - with sensible constraints - in parliament at the second attempt is encouraging evidence of our ability to win 
support and trust when the nature and value of work is explained and understood.

Increasing devolution in the three Celtic countries of the UK, which have enjoyed more autonomy in health policy over 
50 years than most people realise, is a cause for both hope and apprehension, and not only in England. It is, therefore, 
timely to have such clear and succinct reports from each of them which reveal both the common core of commitment to the 
time-honoured principles of the NHS and social responsibility and the variations in policy development - some more subtle
than others - which will increasingly provide contrasting experience and dynamic debate about means if not ends.

An abyss - or promised land? Continued
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Thanks to the Barnett formula, per capita health spending
in Scotland remains greater than in England, reflecting the
extent of deprivation and population dispersal. Until
recently Scotland’s funding was 19% greater, although
population based adjustment is leading to rapid 
convergence. Implementation of the Arbuthnott Report
(Fair Shares for All) means that regional resource 
allocation within Scotland now takes account of 
morbidity and life circumstances as well as the additional
costs of providing services in remote and rural areas.
Scotland’s recent NHS Plan (Our National Health) 
continues the welcome emphasis on improving health as
well as health care, and the need to address the 
inequalities that are inextricably linked to many of our
health problems. Particularly welcome has been the
recent establishment of our Public Health Institute and
the decision to devote all of our hypothecated tobacco tax
(£26 million) to public health.

Scotland remains firmly committed to a National Health
Service but devolution allows distinctive differences, such 
as the recent decision to fund personal and social care for
the elderly. However, responsibility for certain functions 
(eg GMC, MRC, organ transplantation) remains reserved
to Westminster and we share the urgent UK need to
resolve uncertainties about data confidentiality, registries
and use of archival material for research. Scotland must
also continue to play on the UK pitch when competing for
research funding. I emphasise that my own association
with the MRC and the CRC does not suggest in any way

that these organisations
are failing to fund quality
research across the UK. It
would be tragic if Scottish 
biomedical science became sequestrated within a parochial
Scottish system for research assessment and funding and so
lost international competitiveness. 

The funding of medical undergraduate education remains
a great concern in Scotland, particularly now that clinical
teaching runs throughout the five-year course.  The unit of
resource available to Scottish deans has been 
calculated as some 16-19 % lower than in England (at 
a time when the additional cost of teaching has also 
been less than the corresponding SIFT in England). This
anomaly is now the subject of a SHEFC consultation
although predictably, other disciplines (and Universities
without medical schools) have not taken kindly to the 
proposal to shrink their slice of the funding cake while that
of medicine is increased by 8.3%. SHEFC’s research 
policy and funding is also under review and we welcome
the likelihood that it will supplement the £375 million
allocated recently to the Science Research Investment
Fund across the UK by the Office of Science and
Technology. Devolution has brought many opportunities
to Scotland - it is vital that we have a level playing field for
the funding for medical education and research.

Sir David Carter FMedSci
Lately Chief Medical Officer (Scotland)

Scotland

PROFESSIONAL PERSPECTIVES

‘...emphasis on improving health as well as health care, and 
the need to address the inequalities that are inextricably 

linked to many of our health problems.’

As this issue goes to bed the burning current controversy concerns the clause in the Health Service and
Social Services Bill (initially clause 59) which relates to the derogation of strict, even hallowed, principles
of consent to the use of confidential health information for such purposes as medical and scientific research,
including epidemiology and disease registers. Leaving technical issues aside, because they will inevitably
be addressed and eventually resolved, one has been saddened by the remarkable lack of understanding
throughout the medical profession and not least in the General Medical Council, of the realities of the
processes involved in securing accurate and full information to provide the “evidence base” which clinicians
and health-care planners crave. Another challenge to our powers of communication!

Sir Alexander Macara FMedSci Editor
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What changes will 
devolution bring to NHS
Wales and how will it 
differ from the NHS in

other parts of the UK?  The NHS has a special signifi-
cance in Wales, introduced by Nye Bevan it was mod-
elled, so legend has it, on the Tredegar Working Men’s
Medical Aid Society.

The biggest news in NHS Wales is the abolition of
Health Authorities (HAs) as spelled out in the recent plan
“Improving Health in Wales”. With only five HAs in Wales
the arrival of the National Assembly for Wales (NAW) and
the development of Local Health Groups (the Welsh
equivalent of PCGs) they always seemed vulnerable.
LHGs will be responsible for commissioning and
strengthening health care locally, while at the national
level the NAW will provide leadership and the necessary
overview, aided by the creation of a Health and Well-
Being Council. Community Health Councils will continue
as they are. There will be no changes in the Trusts but
Trusts in Wales combine acute and community services.
This difference between the NHS in Wales and England
is becoming clearer. In Wales the emphasis falls on
“Partnerships in Health”, co-operation between the NHS
and local government and the promotion of prevention
and equality of service. For example, at the NAW level the
Committee is for Health and Social Services, Trusts are
combined and LHGs are more widely based than the
English PCGs. Will this more inclusive style be more
efficient and effective?  Waiting lists in Wales still have a
long way to go but who can tell at this stage. Remember
though, that Archie Cochrane lived and worked in Wales.  
“Improving Health in Wales” also indicates a 
considerable NHS workforce expansion, this means

more students to be trained in medicine, nursing, 
dentistry and the professions allied to medicine. This
comes at a time when HE in Wales is under review by the
NAW. One reason for this review is the proposition that
there are too many small HE institutions in Wales.
Possible solutions might lie in mergers, regionalisation of
HE (into North Wales, South East Wales and South
West Wales) or clearer differentiation of missions
(research led versus vocational) leading to re-alignments.
At present medical education in Wales is delivered by
one medical school (in Cardiff) which uses an all-Wales
basis for clinical placements involving 17 DGHs and over
120 general practices. There is a plan, supported by the
NHS, to strengthen the network to accommodate more
students making greater use of improved facilities for
clinical teaching in Swansea, North Wales and Newport.
This would be an integrated all-Wales solution. Decisions
based on the needs of HE in Wales in general could
threaten this. The way in which the two committees of 
the NAW (Health and Social Services and Education and
Life-Long Learning) resolve this will be crucial. It is 
the old dilemma, medical education (and that of other
healthcare professionals) can fall between HE and the
NHS. The commitment of the NAW to joined-up 
government may solve this and indicate a strength of
devolution.  We will see.

Professor Ian Cameron CBE FMedSci
Vice-Chancellor
University of Wales
College of Medicine

Wales

PROFESSIONAL PERSPECTIVES

‘...a considerable workforce expansion...
more students to be trained in medicine, nursing, 

dentistry and the professions allied to medicine.’
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Sir Douglas Black initially made his name for his work on
sodium metabolism, fluid balance and renal disease. He
always took great pride in describing himself as ‘an ordinary
doctor’: in fact, he was one of the most distinguished 
physicians and teachers of his generation. His ‘Black 
Report’ in 1980 of the Research Working Group on
‘Inequalities in Health’ proved to be a watershed in 
the commitment of the medical profession to addressing
inequalities in the provision of health care.

Professor Walter Morgan is distinguished for his 
outstanding pioneering contributions to glycoconjugate and
immunochemical research. His early studies on carbohydrate 
biochemistry convinced him of the need for new isolation
methods and led him to elaborate, together with his 
co-worker L Elson, ground-breaking procedures for 
measuring both hexosamines and N-acetyl-hexosamines
from yeast and bacteria.  These novel techniques were used
world-wide for  more than 40 years and laid the foundations
for modern glycobiology.

Sir Joseph Rotblat is distinguished for his contributions to
nuclear physics. He worked on the medical application of
nuclear physics and the biological effects of nuclear 
radiation. He helped to found, and has continued to inspire,
the Pugwash Conferences on Science and World Affairs,
which facilitate objective discussion of sensitive and divisive
issues by scientists from all over the world. In 1995 Sir
Joseph received the Nobel Prize for Peace.

Fellows enjoyed a varied programme of talks and discussion at the Annual Meeting. Professor Nicholas Day provided a
fascinating and detailed insight into the predictors of mortality in a post-smoking era.  

This was followed by an open discussion on ‘Organic food; blessing or curse?’ with contributions from Professor Alan
Malcolm, Institute of Biology, Professor Hugh Pennington,
University of Aberdeen, and Caroline Waldegrave, Leith’s
School of Food & Wine. There was no shortage of volun-
teers to take part in the food tasting organised by Lady
Waldegrave who challenged the audience to taste the dif-
ference between organically and inorganically produced
carrots, cheddar cheese and chocolate. (See page 10 for
Hugh Pennington’s article on Pasteurization.)

The programme concluded with a key-note speech from
Professor Nicole Le Douarin, the new Secretaire Perpetuel
of the Académie des Sciences, Paris. 
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Honorary Fellows Admitted

▲ Professor Pierre Foëx and Sir Peter Morris

▲ Sir Douglas Black, Professor Walter Morgan and Sir Joseph Rotblat

Three distinguished scientists were admitted to the Academy as Honorary Fellows at a ceremony held during
the Annual Meeting last November: Sir Douglas Black, Professor Walter Morgan and Sir Joseph Rotblat.

▲ Professor Nicholas Day and Sir Dillwyn Williams

▲ Food tasting - a serious business
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Protection of the public by pasteurization -
unfinished business in England and Wales
In a report to the Minister of Health a Professor of
Bacteriology said that “pasteurization is a subject on which
many persons find it difficult to form an unbiased 
judgement. It is not infrequently regarded with such intense 
prejudice that no reasoned statement of the evidence is 
listened to.” Anyone interested in public health will find it 
difficult to disagree. Some of us might say this prejudice
typifies an attitude to food which says that “natural” or
“organic” products must automatically be of high quality -
one that gives little weight to scientific evidence and is
deeply suspicious of it. Such views are not new. The date
of the report quoted above shows this. It was written in
1939 by G.S. Wilson (later Director of the Public Health
Laboratory Service) just after the failure of an attempt 
to pass a Parliamentary Bill permitting the compulsory 
pasteurization of milk - withdrawn after its first reading
because of the opposition to it.

The first commercial pasteurizer was made in 1880 and
pasteurization started in Britain on a small scale about
1900. Its universal adoption has been resisted ever since.
Prominent opponents have been organic farming pioneers
like Lady Eve Balfour, anti-modernists who claimed
between the wars that the fertility of the nation would 
be threatened, anti-capitalists in favour of “back to the land”,
and believers in “life-forces” like D.H. Lawrence.

After a particularly nasty milk-borne Salmonella
outbreak the pasteurization of milk for sale
was made compulsory in Scotland in 1983. 
But anti-pasteurization enthusiasts have 
prevented the extension of this measure to

England and Wales. It is said that it would remove 
freedom of choice. Vitalism of course, also survives in New
Age formats. Anti-modernists no longer say that processed
foods cause “racial deterioration” but deem them to be
sapping our “immune systems”. Their remedy is a peck of
“clean dirt”. 

All this is a scandal and tragedy. Pasteurization works.
Wilson justified his 1939 conclusion (when about 50% of
milk sold in Britain was pasteurized) “that raw milk is 
probably the most dangerous article in our diet” by pointing
out that between 1912 and 1937 about 65,000 people 
in England and Wales died of tuberculosis of bovine origin
- preventable by pasteurization. Although making a 
comeback in cattle this disease has long since been a
shadow of its former self as a public health problem. But
new pathogens transmitted by milk have appeared. The
most virulent is E.coli O157. It only became an important
public health problem a decade ago; large milk-borne 
outbreaks and the deaths of children associated with 
pasteurization failures have since occurred in England 
and Wales and in Scotland. The serious complications of 
infection (renal failure and brain damage) and deaths 
occur most commonly in children under 5, an age group
which drinks milk more frequently than any other. They 
cannot choose whether it is pasteurized. It is harder to think
of a better reason for banning its sale raw than their 
protection.

Professor Hugh Pennington FMedSci
University of Aberdeen

10 Academy of Medical Sciences 
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Check the Academy’s web site for full details of all listed events.

Dates for your 2001 diary
Monday 30 April 2001 Engineering Better Medicine Conference

at the Royal Society of Medicine 
Organised by Royal Academy of Engineering

Friday 18 May 2001 Scientific Meeting
at the International Centre for Life, Newcastle-upon-Tyne
Organised by Sir Miles Irving

Wednesday 6 June 2001 Jean Shanks Oration and Fellows’ Dinner
at the Royal College of Physicians, London

Monday 11 June 2001 Policy Meeting on Confidentiality
at 6 Carlton House Terrace, London

Tuesday 10 July 2001 Extraordinary General Meeting 
Admission Day for new fellows 
at 6 Carlton House Terrace, London

October 2001 Scientific Meeting: The Effect of Radiation on Health
(date to be confirmed) at 6 Carlton House Terrace, London

Organised by Sir Dillwyn Williams

Friday 26 October 2001 Scientific Meeting
at University of Wales, Cardiff
Organised by Professor George Elder

Monday 5 November 2001 Scientific Meeting: ‘The New Biology of Stem Cells’
at 6 Carlton House Terrace, London
Organised by Dr Fiona Watt

Tuesday 20 November 2001 Annual General Meeting, London
at 6 Carlton House Terrace, London

Wednesday 5 December Scientific Meeting on Neuroprotection
Venue to be confirmed
Organised by Professor John Pickard

Jean Shanks Lecture 
and First Fellows’ Dinner
Wednesday 6 June 2001

The Jean Shanks lecture is the Academy’s first endowed lecture and will be delivered on Wednesday 6 June at 6pm
at the Royal College of Physicians.   The lecture, entitled ‘In defence of reason’, will be given by Professor Peter
Lachmann, President of the Academy.

It will be followed by the Academy’s first Fellows’ dinner which will be held in the Osler Room.  The event will be an
opportunity for Fellows and guests to meet and socialise.  Full details will be mailed to Fellows shortly but if you
would like more information please contact Susan Wicks, the Fellowship Officer, on 020 7969 5289 or email
susan.wicks@acmedsci.ac.uk

Jean Shanks was for many years the director of the country’s most successful independent pathology laboratory. She
set up the ‘Jean Shanks Foundation’ which has been a generous benefactor to medical science.  Jean died last year
and her trustees have endowed an annual lecture in her memory.
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The Academy  welcomes two new staff  to the London office. Tony Leaney, joined on
7 March as Director of Development and External Relations. Tony’s connections with
the Academy go back to its establishment when, as Manager in the Science Advice
Section of the Royal Society, he provided invaluable support for the working group
engaged in setting up the Academy. Tony was Head of Corporate Affairs at the Royal
Society from January 1998 to March 1999, since when he has worked at Royal
Holloway, University of London (as Head of Research,
Enterprise and External Relations) and, most recently, at
the University of Essex, as Regional Development Officer.

At the beginning of February, the Academy lost its longest serving staff member,
Barbara Baum, who had worked in the London office from day one of the Academy’s
existence. Barbara left to look for a part-time appointment nearer home. We thank her
for her hard work on past newsletters and for her loyalty to the Academy, and wish her

well for the future.

Barbara’s successor is Jane Alves, who joined the Academy
at the end of March, from the Arts and Humanities Research
Board (AHRB) - also located at 10 Carlton House Terrace. Jane had been working as
an Assistant in the Executive Office of the AHRB, providing support to the Chief
Executive and Director of Programmes. Her job title with the Academy will be Personal
Assistant/Office Administrator.

New Academy staff

Congratulations to Fellows whose work has recently been recognised in
the New Year Honours

Knight Bachelor Professor Leszek Borysiewicz services to medical research and education

CBE Professor Nicholas Day services to statistics and epidemiology

underpinning cancer biology

OBE Professor John Low Reid for services to biomedical science 

The Academy of Medical Sciences was established in 1998 to act as an authoritative body to promote medical science
across traditional boundaries. The Academy campaigns for better structures in support of the medical sciences, 
promotes excellence in research, provides scientific advice, encourages better communication of science and provides
quality services to its Fellowship. The Academy draws its authority from its elected Fellowship of 550 top medical 
scientists in the UK who may use the suffix FMedSci. The Academy Officers are Professor P J Lachmann FRS
(President), Lord Turnberg (Vice-President), Professor Graeme Catto (Treasurer) and Professor Mark Walport (Registrar).

1889-Newsletter 4-AcdMedSci  21/3/01 5:07 pm  Page 12


