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patients who had had their spleens removed after injury. In
contrast, none of 18 children who had undergone elective
splenectomy showed evidence of "born-again spleen."
Pearson et al'3 attributed this return of splenic activity to
implantation in the peritoneum of cells spilled from the pulp
of the damaged spleen. With subsequent growth and division
these cells had formed nodules of splenic tissue. The existence
of splenic nodules was confirmed by isotope scanning in five
patients. Until now the phenomenon of splenosis (or, more
grandly, heterotopic autotransplantation of the spleen) has
been considered rare. The evidence, however, is convincing;
and further independent support has come from studies on
tuftsin concentrations in the blood of patients after splenec-
tomy. The values are normal in patients treated for trauma
and reduced in those treated for spherocytosis, Hodgkin's
disease, and thalassaemia.4 5

Suggestions for preventing overwhelming postsplenectomy
infections have included a prolonged course of prophylactic
penicillin, for at least two years after the operation8 10 12;
pneumococcal vaccination'4; and, as yet only a tentative idea,
treatment with tuftsin. 1 These findings by Pearson et al,13
however, suggest that deliberate splenic autotransplantation or
simply partial splenectomy could reduce the incidence of
sepsis after splenectomy. But some recent reports should
temper over-optimism. Autotransplantation is ineffective in
rats,16 and in Hodgkin's disease use of only partial splenectomy
might mean that as many as 11 ', of patients develop more
advanced disease than the original staging would suggest."7

Nevertheless, since the risk of postsplenectomy sepsis in
children with Hodgkin's disease in one series was as high as
10%/ 18 its prevention is imperative. A more cautious approach
to splenectomy in various haematological disorders might
reduce this. Splenectomy, however, is sometimes unavoidable
and we urgently need guidance on prophylaxis against sepsis.
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London's postgraduate
hospitals
Much of the international reputation of British medicine is
based on the postgraduate teaching hospitals in London-and
that may be why the DHSS left them out of the 1974 re-
organisation and has preserved their boards of governors by
special statutory order. They are, however, small, scattered,
and in administrative terms anachronistic; so the past decade
has seen a succession of proposals for their integration with the
undergraduate teaching hospitals and counter proposals for
their unification into a consortium.
The most recent round of discussions between the boards of

governors and the DHSS began in 1976, and in 1977 a study
group was set up to look at the future financing of these
hospitals. The DHSS has now produced a consultative
document' which sets out various options but suggests as its
preferred solution setting up a statutory London Postgraduate
Hospitals Authority to which the boards of governors would be
accountable and which would itself be accountable to the
Secretary of State. The new authority would be responsible
for joint planning and consultation with health authorities; it
would receive block financial allocations from the DHSS and
would itself determine how these should be divided. The
Secretary of State wants comments on this proposal (and
possible alternatives) by the end of the year, and he has agreed
to seek Parliamentary approval for a further extension of the
life of the boards of governors. He expects, however, that
boards will "make an early start on developing their arrange-
ments" in accordance with the principles of the 1974 re-
organisation-and in particular he cites the introduction of
multidisciplinary team management at all appropriate levels.
Clearly some pressure is being put on the specialist hospitals
to conform to this pattern. From the outside, might we ask
Mr Ennals what evidence he has that multidisciplinary
management has practical (rather than ideological) advantages
over the present arrangements ?

Future Management of the London Specialist Postgraduate Hospitals, a
consultative document. London, DHSS, 1978.

Research on children
When a British (or an American) lawyer is asked whether
something is or is not against the law, the answer he gives is
usually an opinion-or, in the words of Oliver Wendell
Holmes, a prediction of what a court would decide if the case
came before it. If Parliament has passed specific legislation
(such as the Abortion Act 1967) much of this uncertainty may
disappear; but when there is neither a statute nor decided
cases from which to draw precedents the law cannot be stated
with precision. Furthermore, legal opinions may change in
response to legislation and to cases on different but related
issues from which analogies may be drawn and to changes in
public opinion; and this seems to have happened on the issue
of medical research on children.

In the early 1960s the Medical Research Council published
guidelines' which stated that in the strict view of the law
parents and guardians of minors could not give consent on
their behalf to harmful procedures of no direct benefit to the
children. That view has been challenged recently by Dr
P D G Skegg2 and by Professor Gerald Dworkin,3 both of
whom have argued that medical research has no special
position before the law. When a child takes part in sports such
as boxing there is some risk of injury; but the law recognises
that (with his parents' approval) a child may give valid consent
to taking that risk. The same is true, they claim, of research
procedures-provided that there is a reasonable balance of
*risk against likely benefit to society in general. This revision
of the legal position has not been challenged, and, indeed,
when debated recently at a meeting organised by the Institute
of Child Health, it was welcomed by research workers as a
more reasonable framework within which to practise. A
similar change has taken place in the United States, where the
Department of Health Education and Welfare has recently
published regulations4 governing the research it funds; these
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set out hierarchies of risk and benefit and state that "in deter-
mining whether children are capable of assenting the Board
shall take into account the ages and maturity of the children
involved."

Nevertheless, while the more flexible interpretation of the
law may prove to be correct, some authorities still take a
conservative line. A mature individual is free to take an
altruistic decision to risk personal harm in the cause of science:
taking such a decision by a parent on behalf of his child
remains nuestionable. The arguments are finely balanced:
possibly they can be resolved only by legislation.

Furthermore, as Dr Skegg himself emphasised, research that
is legally unobjectionable may nevertheless be unethical.
For this reason hospital ethical committees have a most
important function in protecting the individual against the
overzealous investigator. Whether or not these committees
should attempt to assess the scientific merits of research
proposed to them is debatable; but in the case of children their
primary duty must be to ensure that the research is neither
harmful nor unkind and that the risk-benefit ratio is accept-
able.5 At a time when there is so much public questioning of
medical traditions, and especially of medical authoritarianism,
research workers need to be especially careful not to offend
these heightened susceptibilities.
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Disentangling Kaposi's
sarcoma
Few neoplastic diseases present such a mixture of unusual
features as Kaposi's sarcoma. Characteristically, purplish
nodules and plaques appear in multiple sites on the skin of the
legs; but visceral lesions are not rare. The sarcoma is said to
be a malignant disorder of "blood vessel forming tissue."
Whether endothelial cells, perithelial cells, fibroblasts, or
other cell types are primarily at fault is still uncertain.

Kaposi's sarcoma is uncommon in Europe, where it has an
odd ethnic and geographic predisposition, favouring Ashkenazi
Jews and Italians from the Po valley. It is less rare in Africa,
especially in Uganda and parts of Southern and Central
Africa: for example, between 1969 and 1975 O'Connell'
studied specimens from 159 Malawian patients. Despite this
apparent restriction to certain racial groups there is no regular
form of inheritance, and familial occurrence, though described,
is uncommon.2 The endemic occurrence of an unusual
neoplasm in malarial areas parallels Burkitt's lymphoma. The
predilection of Kaposi's sarcoma for the skin of the feet and
lower legs is also odd. This distribution differs from most other
neoplasms of the skin, which tend to occur predominantly in
sites exposed to the sun. Other strange characteristics include
its much greater prevalence in men than women, its association
with other reticuloendothelial neoplasms and leukae^rnias,3 its
occasional spontaneous regression,4 and its wide range of
histopathological appearances.I

Recently the fog surrounding the pathogenesis of Kaposi's
sarcoma has been penetrated-at least in part. A herpes-type
virus was first isolated from Kaposi tissue by Giraldo et a15 in

1972, and later in 1975 the same group found antibodies to
cytomegalovirus in European patients with the condition.
More recently Glaser et al' have reported that the original
virus isolated (K9V) had many of the characteristics of
cytomegalovirus (CMV) but was more restricted to human
fibroblasts and also had other slightly different growth
characteristics in vitro. At least one strain of CMV has
oncogenic potential,7 and again there is a parallel with the
link between Epstein-Barr virus and Burkitt's lymphoma.
Another development concerns the immune state of patients

with Kaposi's sarcoma. Gange and Wilson-Jones" have
described three patients who developed the disease while on
prolonged corticosteroid treatment and reviewed 16 others who
developed it while on immunosuppressive drugs. Two similar
case reports appeared while their paper was in press. "' The
disturbingly high incidence of neoplasia in patients on
immunosuppressive t-eatment after renal transplantation or for
other reasons is now well recognised." 12 Most of the neoplasms
reported have been squamous cell carcinomas or lymphomas,
but with reports of Kaposi's sarcoma pose the question why
the skin should apparently be so vulnerable. Gange and
Wilson-Jones' suggest that, as with Burkitt's lymphoma, the
chronic immunosuppression from malaria might play a part
in the pathogenesis of Kaposi's sarcoma in Africa. Certainly
African patients with Kaposi's sarcoma have been shown to
have impaired immunity.'3 '4

Kaposi's sarcoma is quite unpredictable in its rate of
progression. In many patients the disease has a protracted
benign course, while in others lesions rapidly appear in
viscera (the so-called malignant variety). Sometimes one or
several nodules regress spontaneously. This variability has
been studied by Taylor et al,'5 who looked at the growth
kinetics of Kaposi's sarcoma in nine African patients. They
found that the clinical growth rate was similar to that of
Hodgkin's disease, but the rate of cell production was lower
than for other malignancies and the "cell loss factor" was
higher.
The unpredictability of the disease and its multifocal origin

bedevil its management. Both local surgical excision and
radiotherapy have their advocates. Holecek et all'i recommend
single-dose (800 rads) extended-field radiotherapy: they
recently reviewed their experience with 34 patients and found
the best results in 10 of the 12 treated with the extended-field
technique. Chemotherapy has also been used, and the nitrogen
mustard group of drugs and the vinca alkaloids seem useful at
times.'7 18 Since the tumour seems so sensitive to the immuno-
logical environment, possibly the best approach for future
developments in treatment may be local immunomodulation.
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