
small rural communities that existed in the Wadi Halfa
area around AD 350-550. Settlement in this part of
Lower Nubia began during the Meroitic period (first
century BC), when the introduction of the ox driven
water wheel meant that water could be lifted to irrigate
fields in an area where the lack of rainfall (<25 mm a
year) and the deeply incised river channel had pre-
viously prevented cultivation by traditional means.'3
As agriculture in this region of Sudan was possible only
with intensive water lift irrigation, conditions were
well suited for snail vectors for schistosomiasis in
irrigation channels in perennially irrigated fields,
circumstances that still provide an important habitat
for the intermediate host of the parasite.'3 Nowadays
schistosomiasis is endemic in most inhabited parts of
southern Egypt and northern Sudan. The positivity
rate we found is within the range of modern rates of
infection in the study area and other perennially
irrigated areas of the Nile valley.
The application of a sensitive and specific immuno-

logical assay for schistosomiasis to mummies shows
that with modern biomedical assays it is possible
to move beyond the detection of isolated cases of
ancient disease to determining trends in ancient public
health.
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Government reforms and international relief efforts
have brought about striking improvements in the care
ofRomanian children in institutions and have lessened
the demand for institutional care. The immediate crisis
has past, and Romania now faces the task of rebuilding
its health and social care system for children and
families.
We describe the characteristics of the Romanian

health and social care system for children and future
directions in health care reform. Data were derived
from reports of international agencies on the status of
children in Romania,'2 official (unpublished) statistics
from the Ministry of Health of Romania, and a
countrywide survey of randomly selected institutions
for children age 0-3 conducted in 1991.3

Romanian child health and social care system
The Ministry of Health and local health authorities

provide maternity and paediatric services through a
network of hospitals, polyclinics, and dispensaries
(primary care centres). Dispensaries are responsible
for curative medical services as well as preventive
services including prenatal care, growth monitoring of
children, disease prevention, and home care follow up
after the birth of a baby. In 1990 there were 5501
dispensaries, although only about half of these were
under the authority of the Ministry of Health: the rest
were connected to industries. There were 541 poly-
clinics and 424 district hospitals. There were six
regional university teaching and referral centres for
paediatric and maternity care.

In spite of relief efforts there continue to be
shortages of basic equipment, supplies, and drugs,

particularly at primary care level. Therefore, there is a
tendency for dispensary personnel to overrefer patients
to polyclinics or district hospitals for even minor health
problems. Hospitals are poorly equipped and supplied,
so lengths of stay tend to be long. Most paediatric
hospitals have restricted visiting hours, which makes it
difficult for parents employed in shift work to maintain
contact with their children during hospital admissions.
Paediatric hospitals may allow breast feeding mothers
to stay on the wards with their children. However,
parents of older children are generally not allowed to
stay or participate in their children's care, in spite of
severe nursing shortages.

Maternity hospitals generally do not allow rooming
in. Babies are taken from their mothers at birth and
given to the mother every three to four hours for breast
feeding. Fathers are not allowed to visit.
There are no community based counselling or family

support services. Income support for the poor is
available but inadequate to meet the need. Each
mayor's office employs a person or persons responsible
for child welfare protection, but their main function is
to determine the appropriateness of referrals for
institutional care.
There are around 700 residential institutions for

children in Romania. Administrative responsibility for
children's institutions is divided and complex. The
Ministry of Health is responsible for 112 institutions
(leagane and dystrophic centres) for the care ofchildren
aged 0-3 years. Leagane are long term residential care
institutions.They are not orphanages in the true sense
but rather "child homes"-institutions where parents
may place their children in temporary or permanent
care. Dystrophic centres are hospital departments for
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the care of children with "dystrophia" (protein-energy
malnutrition).

Until recently children residing in leagane and
dystrophic centres were transferred at the age of3 years
to institutions run either by the Secretariat of State for
the Handicapped or by the Ministry of Education.
Transfer is now delayed until the age of 6 years. The
Secretariat of State for the Handicapped operates
several hundred homes for moderately or severely
handicapped children aged 4-20 years. The remaining
institutions are the responsibility of the Ministry of
Education. These include homes for preschool children
aged 3-7 years and male and female boarding schools
for children ofprimary and secondary school age.

In addition, there are homes for delinquent children
and a few chronic care hospitals. The precise numbers
of such institutions, or children residing therein, are
not known. Creches operated by the Ministry of
Health provide week long residential care or day care.

Institutional environment
Many leagane and nearly all dystrophic centres are

organised like hospital wards with rows of cots in a
large room. Staffreceive low pay and little in the way of
in-service education or training. They face seemingly
endless shortages of food, equipment, drugs, and
supplies.
The quality of care differs markedly among leagane.

There is a lack of individualised developmental pro-
gramming. Many children are not taught, at appro-
priate ages, basic self care skills such as toilet training,
brushing of teeth, and dressing. Owing to lack of
equipment, appropriate staffing, and staff training
children have limited opportunities to develop gross
motor coordination, fine motor skills, social skills, and
language. Children in leagane have multiple caretakers
and thus little opportunity to develop emotional
attachments.
Though there are exceptions, in most dystrophic

centres care is not organised around the developmental
or emotional needs of children. Children remain alone
for long periods oftime and are rarely taken out oftheir
cots. The walls are white, the cots are white, and the
staffare dressed in white. Infants may be swaddled and
thus unable to move about. Children are usually not
given toys or items from home for fear they will be
exposed to infection. Many children adapt by engaging
in self stimulation (rocking, jumping in the cot, head
banging, etc). Children are not held for feeding. They
are given a bottle of formula in which a large hole has
been cut in the nipple. Those who can hold the bottle
do so, others take the bottle propped on a bolster.
Crying children are not picked up and soothed.

Conditions for children in preschool homes are also
highly variable depending on staffmotivation and local
conditions. The schools are not adequately equipped.
Daily routines are monotonous and consist of simple
lessons and unstructured outdoor play. Few develop-
mental specialists are available.

Children in institutions for the severely handicapped
live in generally inadequate conditions. Facilities are
understaffed and most staff have little education or
training.

Causes of children's institutionalisation
Immediately after the revolution of December 1989

there were around 142 000 children in institutions. A
number of factors contributed to the demand for
institutional child care.
Economic policy before the revolution favoured

accelerated industrialisation. Industrialisation was
accompanied by rural to urban migration and the
destruction of extended families and rural community

life. Agricultural policies resulted in low food produc-
tion and food shortages. In order to pay offthe national
debt the bulk of Romania's harvest was exported.
These policies have produced severe economic condi-
tions in Romania that will take years to overcome.

In the mid-1960s a ban was imposed on contracep-
tion and abortion. Many children born were unwanted
or abandoned in the maternity hospital. Others were
removed from their homes for various reasons. A great
many more remained with their parents living in
poverty.

Doctors could be punished if an infant in their care
died out of hospital. The result was a tendency to refer
children inappropriately to hospital and institutions.
Children were referred to hospital or an institution if
there was any doubt about their welfare in the home
environment.

Social programmes were dismantled and educational
programmes in nursing, social work, midwifery,
psychology, and special education abandoned in the
decade preceding the revolution. Responsibility for
decisions regarding appropriate care and placement
of children was placed primarily in the hands of
physicians.

Since the revolution much has happened to improve
the situation, but problems remain. Steps have been
taken to reform the economic policies of the previous
regime, but unemployment and the cost of living are
rising and there are continuing shortages of food,
energy, proper housing, and other material goods. All
of these factors have a devastating impact on families
with children.
The passing of a law allowing mothers 12 months'

maternity leave and the repealofthe law banning the use
of contraception and abortion were significant steps
toward preventing institutionalisation of children.
There are, however, severe shortages ofcontraceptives,
and there may be significant barriers to acceptance of
many family planning methods due to years of govern-
ment anti-family planning propaganda.

Educational programmes are beginning again to
train professionals in social work, nursing, midwifery,
special education, and psychology. Though tre-
mendous effort is going into redesigning and reimple-
menting curricula, conditions for learning are still
deficient. Faculties are inexperienced and poorly
informed about recent developments in their subjects.
There are few up to date books or journals. Supplies
(paper for taking lecture notes, pencils, etc) are
expensive and not readily available.
No longer are physicians persecuted for the death of

an infant in their care, but they still have considerable
latitude in decision making concerning the need
for institutionalisation. There is a tendency to seek
medical solutions for social problems since there are no
other alternatives.

Description of children in institutions
In general the children in Romanian leagane and

dystrophic centres are medically fragile. They have one
or more chronic health conditions. Their families have
multiple social problems. They are the children of the
most economically vulnerable subgroups of the popu-
lation: young, unmarried, or single mothers; the
physically or mentally ill; gypsies; and those who have
low educational attainment and thus little hope of
finding employment or of improving their living
conditions.3
Having too many children, a child out of wedlock,

or a handicapped child is a powerful reason for
institutionalisation. Few children (about 5%) are truly
abandoned, although many more (20%) are so classi-
fied.3

Dystrophia is the most important medical reason for
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referral to an institution. Sixty five per cent of children
aged 0-3 admitted to institutions are diagnosed as
dystrophic.3 Dystrophia may be either primary or
secondary, the first resulting from protein-energy mal-
nutrition and the second from prematurity, low birth
weight, failure to thrive, or an underlying health
condition. Children with congenital anomalies, meta-
bolic diseases, AIDS, intrauterine growth retardation,
and failure to thrive are classified as dystrophic and
treated similarly to children with true protein-energy
malnutrition. These children, who cannot be expected
to exhibit normal patterns of growth, are institutional-
ised for months and sometimes years for feeding and
medical supervision.

Follow up and deinstitutionalisation
Children in institutions for 4-20 year olds are seldom

discharged. A child may be discharged from leagane ifa
parent or family member makes a request in writing
to the leagane director. The request must first be
approved by the director and then forwarded to the
child protection worker (or committee in the mayor's
office), who determines if the problems that first led to
the institutionalisation of the child have now been
resolved.
A child is discharged from dystrophic centres when

medically ready. Frequently, the child is not dis-
charged to home ifhe or she seems medically fragile. In
this situation the child is transferred to leagane. A
parent may ask to take the child home but the actual
decision is made by the paediatrician.

Until recently there were no mechanisms for follow
up of families with institutionalised children. When a
child was institutionalised no systematic efforts were
made to re-evaluate periodically his or her status with
respect to the family. Children were held in a system in
which it was not clear whether they would eventually
go home, be placed for adoption, or remain in
institutional care.

Shortly after the revolution private adoptions were
both easy and common. Adoptive parents (usually
foreigners) found Romanian parents who agreed to
give up their child. Money often changed hands. There
was no control over the process and no one to see to the
best interests of the child.4
The new laws governing adoption that went into

effect in July 1991 have made significant changes.
Foreigners and Romanian citizens living abroad must
adopt through an adoption agency which has been
approved by the Romanian Committee for Adoption.
Children cannot be adopted by a foreigner unless for
the past six months the biological family has had the
opportunity to take the child back. Romanians have
first priority for all adoptions. Anyone who pays
parents or intermediaries to facilitate the adoption
faces one to five years in prison. Directors of institu-

tions can petition the courts to withdraw parental
rights if a child has remained in an institution for more
than six months. These changes should help to reduce
the frequency of long term institutionalisation.4

Future health care reforms
Three broad areas of health care reform activity are

planned or are under way. Activities are aimed at
preventing institutionalisation; restructuring care
within institutions; and preventing long term insti-
tutional placement.

PREVENTING INSTITUTIONALISATION

Unfortunately, the organisation of hospital
maternity and paediatric services in Romania impedes
the normal development of secure parent-child attach-
ment by separating parents from their children. Since
in Romania the main pathway to the institution is
through the medical care system the importance ofpre-
venting unnecessary hospitalisation and minimising
the negative consequences of hospitalisation cannot be
overemphasised.

Professionals in the Ministry of Health recognise
these needs and have begun the long process of
rebuilding the primary care system. Most childhood
ailments can easily be treated at home with the support
ofcommunity physicians and visiting nurses. However,
essential drugs must be available in local pharmacies
and primary care centres must have the basic equip-
ment needed to handle the bulk of routine paediatric
care.
Low birth weight contributes substantially to the

overall incidence of dystrophia, a main factor leading
first to long term hospitalisation and then, in some
cases, to permanent institutional placement. A com-
prehensive programme for the prevention of low birth
weight (the incidence of which is 8-12% in Romania)
would help decrease the need for hospital and institu-
tional care. The components of a low birthweight
prevention programme include family planning
services; screening for and treatment of sexually trans-
mitted diseases and other gynaecological infections;
nutritional services for pregnant women, including
dietary supplementation; health education to discour-
age maternal smoking and alcohol use; and basic
prenatal care. Prenatal care is available to all pregnant
women in Romania, but the quality of care needs
improvement and it is not known to what extent
pregnant women avail themselves of services offered.

Simple, low cost interventions aimed at reorganising
maternity and paediatric services would help reduce
the negative consequences of hospital care on the
parent-child relationship. Rooming in, encouraging
demand breast feeding, and allowing parents 24 hour
visiting privileges during their children's hospital stay
are being introduced on a trial basis.

RESTRUCTURING CARE WITHIN INSTITUTIONS

Many children currently in Romanian institutions
are not likely candidates for discharge to home, foster
care, or adoptive placement. For those children who
must remain in an institution it is absolutely vital that
they are cared for as whole persons. Several non-
governmental organisations have mounted large scale
training programmes for staff in institutions. Ministry
of Health personnel are developing job descriptions,
staffing regulations, and quality assurance standards to
upgrade care.
A number of creative ideas for the reorganisation of

leagane are being discussed. One proposal is to re-
organise the leagane into "family-like groups": small
groups of children would live together and be cared for
by "primary caretakers." The idea of the "open
institution," where children would leave each day to
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attend school with non-institutionalised children, has
also gained ground recently.

PREVENTING LONG TERM INSTITUTIONALISATION

It is also necessary to restructure and modernise
available community support services for families with
children. Efforts are under way to upgrade home
visiting nursing services for families with newborn
infants. Low cost or free child care for working
mothers using the creche system is an option thought
to have practical merit, although the costs ofexpanding
cr&che care would be high. Regular schools and
kindergartens might develop special education pro-
grammes for handicapped and retarded children living
in the community.
A management information system will become

increasingly important as plans to deinstitutionalise
children become reality. "Tracking" information

should be able to tell managers how many new
admissions to institutions there are every year, how
many readmissions there are and for what reasons, who
is in foster care, where they are going to school, how
many finish school, and where the trouble spots are in
the system -the districts or municipalities where local
personnel seem to be having difficulty getting and
keeping children out of institutions.

1 Unicef. Report of a Unicef mission to develop emergency assistance programme for
institutionalized children in Romania. New York: Unicef, 1990.

2 World Health Organisation Regional Office for Europe. Maternal and child
health plan for Romania. Copenhagen: WHO, 1991.

3 Ministry of Health of Romania, Institute for Mother and Child, United Nations
Children's Fund. The causes ofinstitutionalization ofRomanian children. Report
ofa population-based study with recommendations. Bucharest: Unicef, 1991.

4 Zugravescu A, Sandell A. Adoption in Romania. The Care ofRomanian Children
Neewsletter 1991 Sept.
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"Laparoscopic fever" has struck the United Kingdom,
as evidenced by the wave of enthusiasm for laparo-
scopic cholecystectomy. Indeed, in some countries
there have been so many laparoscopic cholecystec-
tomies performed in selected patients with apparent
good results that it has been suggested that it would not
be ethical to evaluate this procedure in a randomised
controlled trial.' While not wanting to undermine the
likely potential of laparoscopic cholecystectomy we
believe that it is dangerous if not unethical to accept
any new treatment as significantly better than a pre-
existing one that gives excellent results without putting
it to the ultimate test-that is, a randomised controlled
trial. Indeed, we should listen to our urological col-
leagues, who recently have started bemoaning the fact
that no proper randomised controlled trial has been
performed to compare open with endoscopic prostatec-
tomy as there is now accruing evidence of a poorer
outcome including an increased mortality from the
open procedure.'

Although ideally a randomised controlled trial should
initially be carried out comparing laparoscopic with
standard cholecystectomy, we believe that the more
appropriate comparison should be with the less well
known but nevertheless well established procedure of
minilaparotomy cholecystectomy.3 This procedure is
performed through a 5 cm transverse subcostal incision
and uses standard operating techniques with minor
modifications such as use of a headlight, longer
instruments, and more emphasis on antegrade (fundus
first) dissection. Indeed may surgeons are likely to
feel more comfortable adapting to minilaparotomy
cholecystectomy rather than laparoscopic cholecys-
tectomy because of the obvious familiarity of operating
directly on the biliary tree rather than indirectly using a
two dimensional image on a video monitor.

Disadvantages of laparoscopic cholecystectomy
One obvious disadvantage of laparoscopic chole-

cystectomy is that if it is widely adopted a generation of
younger surgeons will emerge who are not experienced
in open biliary surgery. In the more than 5% of cases in
which conversion to open operation is necessary it is
important that the surgeon is competent at biliary

surgery. Surgeons who perform minilaparotomy
cholecystectomy on at least a percentage of their cases
will retain their open operating skills and thus will be
less likely to have operative mishaps.
Although the role of routine cholangiography is

hotly debated, a clear advantage of the minilaparotomy
technique is the ready access to the bile duct for
cholangiography and more particularly for removing
any common bile duct stones encountered as a result.
Cholangiography performed during laparoscopic
cholecystectomy is time consuming and if stones are
found there is an increasing tendency to leave their
removal to postoperative endoscopic sphincterotomy
with stone extraction, a procedure associated with a not
inconsiderable morbidity and mortality.6

Complications of cholecystectomy
The currently reported figures for common bile duct

injury after laparoscopic cholecystectomy in selected
patients vary from 1-7%,7 8 the wide variance no doubt
being partly influenced by the learning curve. The
usually accepted figure for standard open cholecystec-
tomy is 0 1-0-5%. Intuitively, it might be expected that
minilaparotomy cholecystectomy would 'result in a
higher rate of injury to the common bile duct than
standard cholecystectomy because of the restricted
access. However, the published results for about 2000
cases ofminilaparotomy cholecystectomy have revealed
no common bile duct injuries.` 9 It is generally
acknowledged that the common bile duct is more at
risk during laparoscopic cholecystectomy than open
cholecystectomy." This is because traction on
Hartmann's pouch causes distortion of the biliary
anatomy with extreme danger oftenting up thecommon
bile duct, especially when the cystic duct is very short.
Cholangiography has been suggested as highly desir-
able for anatomical reasons alone rather than for
detecting silent common bile duct stones." If this
advice is adopted it will slow laparoscopic cholecystec-
tomy down even further and probably lead to an
increase in endoscopic sphincterotomies.

Other complications have been reported after
laparoscopic cholecystectomy. For example, some
series have reported fatal complications from acci-
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