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was so great that she mixed his ashes with whatever she
drank to make it taste bitter). Two Asian species produce
santonin, well known for its anthelmintic properties.

In 1972 Chinese scientists isolated the active principle of
Artemisia annua and showed it to have the structure of a
sesquiterpene lactone that they named qinghaosu or
artemisinine. This compound is contained in the aerial parts
of the plant with average yields of 03-05%. No other species
of Artemisia examined until now has any antimalarial property.
Preliminary studies confirmed the plasmodicidal effects of the
active compound. In view of the importance of this discovery
the World Health Organisation's Special Programme for
Research and Training in Tropical Diseases convened in
October 1981 a meeting in Beijing on the development of
quinghaosu and its derivatives as antimalarial drugs.4 The
many excellent papers presented at this meeting by the
Chinese chemists, pharmacologists, toxicologists, and
physicians showed the immense amount of work carried out
in China on the new compound. The Chinese not only have
isolated and defined the active principle but also have evaluated
its effect in animals and in man and have synthesised two
derivatives (artemether and artesunate), assessed their action
on Plasmodium berghei of rodents and P cynomolgi of monkeys,
carried out extensive biochemical and pharmacokinetic studies,
and followed up the therapeutic results in cases of malaria in
several of their southern provinces. Preliminary reports
indicate that artesunate may be superior to quinine for cerebral
malaria resistant to chloroquine. The clinical use and the
toxicity and teratogenicity of qinghaosu and its derivatives,
however, raise some queries and require further studies.
Nevertheless, the new compounds are of considerable promise
and further intense collaboration has now been planned
between the Chinese institutes and the WHO's Special
Programme. This project is being given and deserves full
support.
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Explosive bullets: a new
hazard for doctors
American forensic journals have recently drawn attention to a
new trend in gunshot wounds-the reappearance of exploding
ammunition.'-5 Explosive bullets present a considerable
potential danger to both surgeon and pathologist-as well as
causing frightful wounds in their victims.
The media seemed not to pick up the fact that in the assas-

sination attempt last April on Ronald Reagan the president
was shot with an exploding bullet which failed to detonate.
Soon after the event the director of the Federal Bureau of

Investigation laboratory disclosed that of the six bullets fired
during the affray five were "Devastator" missiles, containing
explosive material. The one that lodged in President Reagan's
lung did not explode, but some of the lead azide from the
charge spilled into the surrounding tissues and was removed
during the surgical operation. Having learned that explosive
ammunition was being used the surgeons, who later removed
another bullet from the neck of a police officer hit during the
incident, took special precautions to avoid detonating this
second missile. Either bullet could have exploded during
emergency surgery or might have been detonated if ultrasound
or microwave techniques had been used for diagnosis.

Exploder ammunition is being used increasingly in the
United States and is being manufactured both legitimately and
covertly. The missiles used in the presidential shooting,
Devastator bullets, are standard 0-22 long rifle ammunition
modified by drilling out the bullet tips and inserting a tiny
canister containing a lead azide charge.
These "advances" in the design of ammunition are claimed

to allow law-enforcement personnel to reduce the risks both to
themselves and to bystanders.' The aim is to transfer the kinetic
energy of the bullet to the tissues of the target more quickly, so
giving the missile greater stopping power and also reducing the
risk to other persons from the exit of the bullet or a ricochet.
This may be achieved by filling a hollow bullet with tiny lead
shot beneath a plastic stopper; or using an exploding bullet,
such as the Devastator. These modifications rapidly expand the
size of the missile on detonation, so decelerating it faster and
greatly increasing the energy transfer. The bullet may mush-
room or fragment and destruction of tissue is likely to be in-
creased.
The exploding bullet comes in various forms, but the com-

mon type has a tiny cylinder inserted into the tip of the bullet,
commonly covered with a spot of yellow or red paint. The
cylinder contains either black powder or a detonant such as
lead azide. The cavity may contain a single lead shot and pos-
sibly a percussion cap and a tiny primer anvil. All these ele-
ments may be found on diagnostic radiography, at surgical
exposure, or at necropsy. A suspicion that exploding am-
munition may have been used should be aroused by finding a
wound that is larger than usual, but Tate et al dispute any
effect on the wound track.2 Far greater fragmentation of the
missile, as seen on radiography or visually, is also strongly
suggestive-especially if a relatively low velocity weapon has
been used. These effects occur only if the missile does explode,
and in view of the apparently substantial failure rate the
surgeon and pathologist need to be cautious. Their fingers and
eyes are vulnerable to detonations of explosive missiles,
during both handling the tissues and examining the missiles
outside the body. In suspected cases they should wear goggles
and use long-handled instruments to manipulate the missile
during surgical operation or necropsy. Once removed, the
bullet should be handled with long rubber-covered forceps and
kept in a padded container to protect it from excess impact,
vibration, and heat. Microwave equipment must not be used
since it may trigger detonation.

Exploding ammunition has a long pedigree. These missiles
were developed in the early 19th century for the penetration of
barriers and the ignition of powder magazines, the invention
being credited to a Captain Norton in 1822. In 1862 the British
Army manufactured the Metford shell-bullet, which used mer-
cury fulminate as the detonant. In 1897 the British arsenal at
Dumdum in India began manufacturing mechanically expand-
ing bullets for use against tribesmen on the north-west fron-
tier. The Hague Convention of 1899 forbade the use of all such
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missiles and they fell into disuse, but the Soviet Union is now
manufacturing most of its automatic ammunition with a large
airspace in the tip to aid fragmentation. All-in-all, doctors
concerned with firearm wounds will need to be aware of this
new development.
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Reorganisation a la carte

When this Government announced its intention to streamline
the NHS' the reorganisation theme could well have been
titled a la carte. Freedom of choice with minimum central
direction was the declared aim, even to the extent that initially
Whitehall did not name a common changeover date, as had
been done for the previous reorganisation in 1974.2 When the
House of Commons recently debated and approved the
statutory orders for the constitution and boundaries of the 192
district health authorities, which will replace existing area
health authorities and districts in England, some MPs were
sceptical whether the Government's reorganisation of the
Service would fulfil the objectives of a leaner, cheaper,
devolved management. As 1 April approaches-now the
compulsory changeover day for England and Wales-there are
signs that administrators and doctors are picking over the a
la carte items with a lack of enthusiasm that in the case of the
profession borders on apathy. Yet if doctors do not take a
livelier interest local management changes may turn out to be
no more than a cosmetic operation on the status quo.
With the four parts of the United Kingdom each plotting

their own courses to devolved management3-5 and with DHAs
given freedom to set up their own management structures-
albeit within general policy guidelines6 supervised by so far
unaltered regional health authorities-doctors may be forgiven
if they feel confused about what is happening and when. In
welcome contrast to the 1970s' reforms the Government has
drastically reduced the amount of official instructions and
advice, but for those needing explanations of events there has
been no shortage of written and spoken advice. For example,
last October the BMJ published a briefing article7 and a report
of multidisciplinary discussion8; the BMA has issued The
BMA Division and the New Health Service and is running
familiarisation courses for consultants and general practi-
tioners in conjunction with the University of Keele; the
University of Hull's Institute for Health has published a useful
Guidancefor District Health Authority Members, which deserves
a wider audience than the local DHA members for whom it
was prepared; the nursing organisations have issued a booklet
on budgetary arrangements9; the Institute of Health Service

Administrators has produced a practical guide, Getting it
Right; the King's Fund and others have been organising
symposiums; and some RHAs are issuing their own informa-
tion sheets.
England is undergoing the biggest upheaval; in Wales the

straightforward translation of area authorities into districts
(with only one AHA splitting to form two districts) has limited
the disturbance. In Scotland, which plans a changeover date
of 1 July 1982, the Scottish Home and Health Department is
giving boards a very free hand in deciding their devolved
structure; and in Northern Ireland, which also aims to change
on 1 July, area boards and the Government are still discussing
the pattern of districts to replace the boards' existing districts.

In England and Wales the districts, which will have a
management team of six, including two clinicians and a
community physician, will be responsible for the planning,
development, and management of services. The first major task
for districts, which have existed in shadow form for several
weeks, is to organise the services into units of management;
these will replace existing sectors and nursing divisions and
will be set up on a functional or a bricks-and-mortar basis, or,
where necessary, a locally appropriate mixture of both. Each
unit is to have a triumvirate of an administrator, a director of
nursing services, and a senior doctor, and, unlike the district
management team, it will not be expected to work on a con-
sensus principle. The Government wants units to have their
own budgets-an essential responsibility if they are to operate
with any freedom and have the incentive to improve efficiency.
A second major task for districts is how best to organise
services that were previously run by areas-for example,
supply, works, and pharmaceutical services. During the
period of transition, which may well be several months, such
services will be left intact and "latched on" to one district.
This should give DHAs a breathing space in which to make
sensible decisions about this awkward logistic consequence of
reorganisation.

In Patients First,' which launched this reorganisation, the
Government saw the devolution of power to smaller health
authorities as the way to make the NHS more responsive to
patients' needs, and in general doctors supported this prin-
ciple. Since then, however, two developments have endangered
it. Paradoxically, because DHAs have been given considerable
powers, any authority reluctant to pass any of those powers
down to units (whether because of administrative inertia or
from conviction) can plan a management structure that could
make its units impotent. So before approving districts' plans
for setting up units regional health authorities will no doubt
ensure that the units are viable management entities with an
appropriate degree of independence; but doctors, too, should
make sure that their opinions on unit management are heard.
In a recent BMJ article'0 Professor Roger Dyson, chairman
designate of a DHA, has argued the case for units, pointing out
to doctors the opportunity these offer for improving the
quality and efficiency of patient care. Some administrators and
doctors claim that there will be too few good managers to run
units and that doctors may shun membership of the trium-
virate. Perhaps so, but the initiative of devolved management,
particularly if a policy of virement"l-which allows budget
holders to spend locally savings made by improved efficiency-
is firmly and fairly applied, deserves a trial before being
condemned.
The Secretary of State himself has undermined the objective

of devolution by announcing recently that the financial
accountability of regional health authorities to the DHSS and
of districts to regions is to be tightened.'2 As devolution can be
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