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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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