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It is essential that adequate funding is provided to create a
network of general practice tutors with the responsibility for
developing continued medical education. Their first task will
be to assess the local needs of general practices, patients, and
the health service and to create a curriculum to meet them.
They will need to be able to use proved methods of adult
education, particularly small group discussions, and must
also become familiar with newer technologies and resources.
Finally, they must evaluate the effectiveness of their efforts
in producing changes in patient care in practice.9 This is no
small job, and they will require remunerated time, resources,
and training. "With small men," said John Stuart Mill, "no
great things can really be accomplished."' 0

In the past doctors have asked for resources without
commitment and the government for commitment without
providing resources. Both must now move, and our leaders
should not be afraid of saying so. Keeping up to date,
reviewing our own performance, and adapting our practice to
meet new needs should be regarded as an integral part of our
work and not peripheral activities that can be relegated to
leisure time or omitted altogether unless extra income
is forthcoming. Performance review and practice based
education will, however, be fully accepted only when they
are clearly seen to increase doctors' professional satisfaction
and improve the care of their patients.
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Late abortion
The Bishop of Birmingham's bill to reduce the limit for
abortion from 28 to 24 weeks' gestation has run into sand (21
February, p 523). But the bill may be reintroduced, and
doctors need to consider the case for retaining the right to
carry out late abortions in exceptional cases.

Anthropological' and archaeological2 evidence shows that
abortions have been performed for millennia. They are
permitted because most societies hold the rights of pregnant
women above those of a fetus without personhood. Person-
hood is acquired in a process that is often taken as beginning
at birth. Christian thought has changed over the centuries3:
ensoulment at conception was propounded in 1869,4 but
early Christian philosophers thought that personhood began
with quickening,4 a poorly defined but convenient time. This
attitude extends futher: New York State restricted execution

ofpregnant women to those who had not felt fetal movement.5
The Talmud permits child destruction to save the mother
until the birth of the head.4 Some philosophers46 and
societies4 think that personhood is achieved only after birth.

Defining viability by gestation is a peculiarly British
practice.7 There is no legal upper limit on abortion in the
United Kingdom, but the 1929 Infant Life Preservation Act
makes it a criminal offence to cause a child "capable of being
born alive" to die and presumes viability at 28 weeks'
gestation. The Supreme Court in the United States, starting
with Roe v Wade in 1973, has left viability undefined and to
be decided by the woman's doctor.

In 1985 only 31 of 141 101 abortions on United Kingdom
residents were performed after 25 weeks' gestation.9 They
are now performed only on NHS premises with facilities for
neonatal care; private clinics are not licensed to perform
them. Intra-amniotic or extra-amniotic prostaglandins are
usually used. Hysterotomy is now rarely performed, but
some centres use dilatation and evacuation.'0 At 24 weeks'
gestation the 50th centile for weight is 740 g; at 28 weeks it is
120 g. 11 A good neonatal nursery would expect 74% survival

at 28 weeks for babies born in optimal condition'2; survival at
24 weeks is less common.
A late abortion carries more risks for the woman than an

early one. Women may seek a late abortion because they did
not realise that they were pregnant or after earlier denial of
pregnancy.'0 One analysis suggested that the delay resulted
from a lack of familiarity with pregnancy symptoms and a
low expectation of pregnancy because of infrequent inter-
course, contraceptive practice, or menstrual irregularity.'3
This explains why requests for late abortion are commoner at
the extremes of reproductive life.'0 Recommending abortion
for these women can be seen as realistic or paternalistic; with
assistance perhaps they could cope.

In 1984 the Royal College of Obstetricians and Gynaeco-
logists published its survey of late abortions'0: 39% ofwomen
having an abortion between 20 and 27 weeks of gestation
recognised pregnancy late, menstrual irregularity being
responsible in 12% and denial in 13% of the original sample.
Delay caused by doctors was uncommon, but there was
probably some selection before the consultation with a
gynaecologist.
Any abortion can fail,'4 and in the 1984 survey 0-5% of

requests for a late abortion followed an earlier attempt at
termination.'0 Live birth can follow late termination; prosta-
glandins take time to work,'5 although intra-amniotic hyper-
tonic solutions are often used to produce fetal death.

In 1985, 7 4% of abortions after 20 weeks' gestation were
performed under the section ofthe Abortion Act dealing with
fetal abnormality. Few would have resulted in an abnormal
infant: for many women the possibility of abnormality-for
example, because of maternal age-was used together with
another reason. The advent of chorionic villus sampling,'6
umbilical blood sampling,'7 and placental biopsy'8 should
lead to earlier diagnosis of abnormality; 3% of amniocentesis
results were not reported until 24 weeks or later in 1982.7
Some metabolic abnormalities and anatomical malformations
do not become obvious until late in pregnancy. No abortions
have yet been reported in Britain because of maternal
infection with the human immunodeficiency virus, but they
are inevitable-and the long incubation period may make
them late ones.9

Opposition to change comes from those who fear the start
of restrictive laws and the reduced availability of abortion
even for those below 24 weeks because most gynaecologists
use a lower margin than permitted. One study has suggested
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that lowering the limit to 24 weeks would have prevented 26
abortions for serious fetal defects in 1982.20 Late abortion is
uncommon and unpleasant. Prevention needs better sex
education and more provision for genetic and contraceptive
services.

This work would not have been possible without the help of the staff of the
Cairns Library, John Radcliffe Hospital, Oxford.
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Gastric cancer, diet, and nitrate
exposure
Despite its declining incidence gastric cancer is still probably
the second most common fatal cancer in the world, with
about 650 000 new cases each year.' In England and Wales it
kills over 10 000 people annually, making it the fourth most
common cause of death from cancer.2 The important causes
are probably dietary,3 and the fall in incidence probably
resulted from improved dietary practice, particularly perhaps
the widespread introduction of refrigeration. In Western
diets no specific dietary risk factors have been established,
although patients with gastric cancer consistently consume
less fresh fruit and vegetables than control patients.4-'0

Correa and others suggest that there are two distinct
phases to gastric carcinogenesis. 1211 Firstly, atrophic gastritis
develops and results in decreased gastric acidity, bacterial
colonisation of the stomach, and the reduction by bacteria of
dietary nitrate to nitrite. In the second phase the nitrite reacts
in vivo with certain protein substrates (amines, amides, and
ureas) to form carcinogenic N-nitroso compounds.

Much attention has been paid to dietary nitrate as an
essential precursor for nitrosation,'3' and concern in Britain
about nitrate pollution of drinking water and meeting
the revised recommended European Community concen-
tration of 25 mg/1'5 is largely fuelled by the hypothetical
association with gastric cancer.'6 Despite previous positive
associations"'-779 recent research has shown, however, that
there is unlikely to be any direct connection. In Britain,20
Japan,2' and Louisiana22 populations at high risk of gastric
cancer have lower exposures to nitrate than populations at
low risk. In Canada patients with gastric cancer had less
exposure to nitrate than matched controls.9 In Britain23 and
France24 nitrate in drinking water was not correlated with
gastric cancer, and a British study of fertiliser manufacturers,
where the workforce have been heavily exposed to nitrate,
showed no excess of any major cancer.25

This negative evidence does not mean that the Correa
model is wrong. With the possible exception of the fertiliser
workers, the populations considered probably derived most
nitrate from vegetables. As these also contain known in-
hibitors of N-nitrosation, especially vitamin C,26 an increase
in consumption of foods containing nitrates would protect
against gastric cancer. In other populations, perhaps in parts
of South America, where there are nutritional deficiencies
and where the nitrate content of water can reach several
hundred mg/1,'7 nitrate may be more important.
More generally nitrate may play a part but may not be a

rate limiting factor: even low to moderate exposures to
nitrate might be sufficient for N-nitrosation given other
favourable conditions-for instance, atrophic gastritis, a
deficiency of nitrosation inhibitors, and the provision of
specific protein substrates. There are dietary compounds
that produce potent direct acting mutagens after nitrite
treatment. They have been isolated from certain types of
Japanese soy sauce27 and preserved fish28 and from fava
beans,29 a staple constituent of Colombian diets. Both Japan
and Colombia have exceptionally high rates of gastric cancer,
and fava bean consumption had been previously associated
with risk.30 In Britain, however, the only useful advice on
reducing risk is to increase consumption of foods containing
vitamin C.

Eliminating nitrate from drinking water is unlikely to
reduce incidence rates unless the concentration exceeds 50
mg/l, when the water can become the major source of nitrate.
Above this concentration the existence of an effect remains
debatable, but we should want anyway to limit nitrate
concentrations to avoid methaemoglobinaemia.
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