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entitle ments, and their ethical 
implement ation by use of human 
rights principles, provides an ethos 
with which to guide doctors during 
war and peace. Second, the Geneva 
Conventions3 provide legally binding 
regulations that—outside of combat 
situations—require that everyone be 
treated humanely. Lastly, the binding 
UN Convention against Torture and 
Other Cruel, Inhuman or Degrading 
Treatment or Punishment,4 along 
with interpretations published by its 
UN monitoring body, provides an ex-
haustive list of prohibited behaviour.

Reducing moral decision-making 
pro cesses to negotiating an algorithm 
risks euphemising contentious issues 
in much the same way as the Tokyo 
Declaration euphemises doctors and 
torture into a matter of ethics. Torture 
is a heinous international crime 
prohibited under international human 
rights law, the laws of armed confl ict, 
and customary international law. So 
seriously is it taken that, as former 
Chilean president Augusto Pinochet 
found when visiting London, UK,5 it 
is subject to universal jurisdiction. 
Military doctors should make 
themselves as familiar with these laws 
as any specialist over jurisprudence 
specifi c to their discipline.
I played a part in the development of General 
Comment 14 of the International Covenant on 
Economic, Social, and Cultural Rights.
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A plea for investment in 
district hospitals
We welcome the Lancet Commission 
on the Millennium Development 
Goals (MDGs; Sept 18, p 991).1 
The report highlights the fact that 
the narrow focus on the three 
health MDGs 4 (reduction of child 
mortality), 5 (reduction of maternal 
mortality), and 6 (combat of HIV/
AIDS, malaria, and other diseases), 
encourages vertical organisation 
without full integration into the 
wider health system. Concerns that 
funding of specifi c health silos could 
perpetuate the fragmentation of 
global health have also been raised 
elsewhere.2

We strongly recommend investment 
in district hospitals in low-income and 
middle-income countries since they 
are the key to sustainable, long-term 
solutions. District hospitals should 
be the main providers of care to rural 
populations, and so improvement of 
their service will lead to improvement 
in overall care to a population, 
especially in rural areas. Improvement 
of surgical district hospital care would 
have a general eff ect on health by 
acting as an “enabler”, to raise the 
overall quality of health care, and 
a more specifi c eff ect on meeting 
MDGs 4, 5, and 6 as well as MDG 
1 (halving the number of people 
living in poverty).3 Additionally, it 
would allow the unknown burden 
of surgical conditions to be treated. 
Investment in district hospitals would 
ensure provision of local surgical 
care, and would allow proper and full 
integration of public health “vertical” 
programmes, thus improving health 
care overall. Access to surgical care 
is also part of a basic right to health,4 
not just a luxury for the rich. District 
hospitals have also been shown to be 
cost eff ective.5

A well functioning local district 
hospital would have further, much 
wider ranging benefi ts such as easy 
access to medicines and vaccinations, 
as well as easier and better follow up. 

We strongly recommend that this 
should be considered within future 
health policies.
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Breaking away from 
the disease-focused 
paradigm

The newly formed Global Task Force 
on Expanded Access to Cancer Care 
and Control in Developing Countries 
(Oct 2, p 1186)1 proposes to “challenge 
the public health community’s as-
sumption that cancers will remain 
untreated in poor countries.” I strongly 
support this proactive initiative. Yet 
I wonder why we continue to tackle 
health inequities one disease at a 
time—fi rst HIV, then cancer. What’s 
next? Heart disease? Depression? Will 
we work our way down the list of the 
Global Burden of Disease?2

Even though many vertical pro-
grammes have become more 
“diagonal” by incorporation of an 
element of health system strength-
ening,3 we are still toiling within the 
same paradigm as before. To make real 
progress on global health in equities we 
must break free from the traditional 
biomedical model. For instance, child 
labour does not appear on the list of the 
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Music of the heart

The mysterious power that music 
wields over many people has long been 
linked to its resonance with biological 
rhythms such as the heartbeat, and to 
its parallels with the intonations and 
cadences of spoken language. Music 
is also said to have a part to play in 
the treatment of selected medical 
disorders, notably in parkinsonism 

where rhythmic music can have a 
profound eff ect in easing patients’ 
movement restrictions.1 

More recently, a role for music as 
an adjunct in teaching medical com-
munication has been proposed,2 and 
music is a component of programmes 
in medical humanities at several 
medical schools. The skills involved 
in attentive listening during medical 
history taking have some parallels in 
the close listening that is required for 
full enjoyment of a piece of music, and 
the modulations of speech associated 
with a patient’s narrative of illness are 
analogous to the subtleties of rhythm, 
tone, and dynamics that imbue 
musical performances with their 
emotional content.

I have found a specifi c role for musical 
analogy in teaching cardiac auscultation 
to medical students. Although diagrams 
and test record ings can help beginners 
to acquire this elusive skill, another aid 
to convey the characteristic cadence 
of the heart sounds and valvular 
murmurs is their representation in 
musical notation (fi gure). Students 
with a musical background, and many 
without, have responded to this 
initiative with delight and appreciation, 

Global Burden of Disease, yet 20% of the 
world’s children younger than 15 years 
are working, often in hazardous jobs 
in the informal sector, to help support 
their vulnerable families.4 This situation 
perpetuates multigenerational health 
inequities through a cycle of low 
educational attainment, low income, 
and poor health. Strengthening 
primary health care and other forms of 
social protection is crucial, not only to 
combat HIV and cancer and a host of 
other diseases, but to aff ect the shared 
causes of health inequities.5

A new paradigm is therefore needed 
within which we can develop creative 
and evidence-based solutions to 
complex and interconnected health 
and social problems in a more 
comprehensive way.
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and have often contributed additional 
illus trations of their own.

A surprising number of features 
of the common murmurs can be 
represented in this way. Thus the 
harsh or rumbling quality of the 
murmurs of aortic and mitral stenosis, 
respectively, can be represented by 
trills, the long decrescendo sound of 
aortic regurgi tation can be so marked, 
and even the opening snap in mitral 
stenosis can be shown with a grace 
note. This exercise can be extended to 
the discussion and representation of 
auscultatory variants of these lesions, 
and to the portrayal of other murmurs 
and cardiac conditions.

Wordsworth wrote of the “precious 
music of the heart”, and we need to 
teach our students how to hear it.
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Figure: Use of musical notation to represent heart sounds and murmurs


	Breaking away from the disease-focused paradigm
	References




