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f40 000) of each fatal accident. In the third quarter of 1976
there were 332 accidental deaths among two-wheeler road
users: eight were riding motor scooters; 34 mopeds; and
290 motorbikes. In that same period there were 4468 serious
injuries from the use of motorcycles. Overall, every day
three motorcyclists are killed and 50 seriously injured; the
daily total from all types of road accident is 18 fatal and
230 serious injuries
A two-county survey of 483 motorcycle accidents conducted

by the Transport and Road Research Laboratory in 19743
showed the high proportion (63",) of young people (aged
16-19) affected and the predominance of youths (9l1,,)-
a terrible waste of youthful vitality. Two-thirds of the ac-
cidents were on machines with engines of under 300 cc
capacity, including one-third under 50 cc. Most collisions
were frontal and occurred at road junctions, with an impact
speed differential of 3:1 between the motorcyclist and the
other vehicle in the collision. The same survey showed that
most injuries were to the limbs, with twice as many legs
as arms damaged. A relatively high proportion (34 ),,) of the
moderate injuries included trauma to the head; for fatal
accidents Sevitt4 has put the incidence of head injury as
high as 64",,, while Gdgler5 has shown that 37",, of injured
motorcyclists have multiple injuries.

What may we learn from these findings? The lessons
come under three headings: avoidance of the accident, pre-
vention of injury, and improved patient care. In accident
avoidance one important factor is the use of aids to make
the motorcyclist conspicuous. Thus a fluorescent orange
over-waistcoat with reflective markings makes the rider
stand out in a crowd, while daytime use of the front and
rear lights (which is becoming increasingly popular) also
helps. Prevention of injury must initially centre on the use
of crash helmets, and, a before-and-after study6 has been
made of the effects of legislation passed in Queensland,
Australia, in 1970 to make this compulsory. As shown in
other surveys, a big rise in helmet usage led to a substantial
fall in the incidence of head injury. Furthermore, with this
widespread use inevitably differences in helmet design and
protection have begun to emerge, and Vaughan7 has recently
described differences between the original standard helmet
(resembling a building site hat), the jet helmet (resembling
a pilot's helmet), and the newer full-face helmet, which
extends the protective shell to cover the lower jaw. He found
that riders wearing the jet helmet design were two to three
times more likely to receive facial injury than those wearing
full-face helmets. Such injuries may not only disfigure the
victim for life but they also pose an immediate threat from
the combination of unconsciousness and airway impairment.
Wearing a full-face helmet was not associated with a greater
chance of a crash. The move towards improved protection
from injury to the head has been paralleled by recent develop-
ments to protect the legs. Bothwell8 has produced such
a design and it should be only a matter of time before the
principle is widely adopted.
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Deaths due to drug treatment

Prevention of deaths from external causes implies a balance
of risks against gains: banning rock climbing, alcohol, motor
vehicles, or aeroplanes on the grounds of their undoubted
threat to human life would make the world less interesting
and enjoyable, albeit safer. Recently the Cassandras of the
national press have turned their attention towards various
medical hazards, and considerable play has been made on
the toxicity of drugs such as practolol and techniques such
as vaccination against whooping cough. Pessimism about
drug treatment is not, however, confined to journalists;
indeed, in 1971 one of America's distinguished clinical pharma-
cologists alleged' that in that country "the economic con-
sequences of drug reactions are staggering: one-seventh of
all hospital days is devoted to the care of drug toxicity at an
estimated annual cost of $3000m." More recently another
group claimed2 that drugs were resulting in the deaths
of up to 140 000 Americans annually. Clearly if this were
true the balance has tipped over and our treatment needs
total revision: but in fact these claims are grossly exaggerated.
No matter how carefully the clinical course is reviewed,

it is often difficult or impossible to decide whether a particular
patient died solely as a consequence of his or her underlying
disorder or in part from the effects of drug administration.
Good quality studies of the prevalence of drug-related deaths
are rare and have usually been confined to highly selected
areas: most have concerned medical inpatients in university
hospitals-a select group of severely ill patients. Extrapolation
to the whole range of hospital treatment from information
based on such narrow observations is clearly unjustified and
has been strongly condemned.3

Several recent studies of drug-related deaths have found
that about 1 per 1000 medical inpatients die at least in part
as a consequence of drug treatment.5 6 One of these studies6
came from the Boston Drug Surveillance Program and is of
particular interest since it reviewed data from selected hos-
pitals in seven countries. The message of this study is clear:
most of the patients who died from drug therapy (in part
at least) were suffering from severe, terminal illness such
as cancer, leukaemia, pulmonary embolism, and cirrhosis.
Viewed retrospectively, only six out of 24 deaths occurring
in 26 500 consecutive patients could have been prevented,
and in only three cases did death result from treatment of
patients who otherwise were only mildly unhealthy. The
prevalence of preventable deaths in this group of medical
inpatients was 1 per 10 000, and the drugs responsible were
predominantly intravenous fluids and potassium chloride.

Information on patients other than medical inpatients is
sparse. Armstrong and his colleagues7 in the Boston Group
reported that drug-related deaths occurred in only two of
a carefully defined group of 10 280 surgical inpatients. In
both cases death was attributed to haemorrhage as a result
of heparin administration to elderly women-a group known
to be at particularly high risk of toxicity from this drug.8

Information from outpatient sources is understandably
much more difficult to come by, and only details from spon-
taneous reports to agencies are available. These agencies are
well known to underestimate the true frequency of side
effects, but this may be less true of Sweden, where such
reports are mandatory, than of other countries. The pattern
is similar in Sweden9 and in the United Kingdom.'0 In both
countries haematological, thromboembolic, and anaphylactic
events account for most drug-related deaths in outpatients.
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The picture that emerges is, then, less serious than has
been alleged. Few patients appear to die as a result of our
therapeutic endeavours, and most of those who do have been
treated with powerful drugs given to delay the progress of
otherwise fatal disorders. While it is important to remain
vigilant, the problem of drug-related deaths has yet to become
a public health issue and should be viewed in the light of
the mortality arising in other types of human endeavour.11
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Zinc again
Despite all that has been written about its bacteriology and its
biochemistry, physiology, and anatomy, acne vulgaris still
remains a mystery disorder of the skin. Nevertheless, the true
cause is still the basis for argument among aficionados of
corynebacterium, of hormonal imbalance, and of sebum
constituents. No doubt research will continue until curiosity is
satisfied, but in the meantime patients present in their hordes
for advice and treatment. We cannot pretend that our treat-
ment is based on understanding the mechanism of acne
vulgaris, because the truth is that folklore and speculation have
provided the current fashionable remedies.
Most well-tried acne treatments are either abrasive or

irritant and provoke peeling, either obvious to the naked eye
or imperceptible. Traditional remedies of this type include
ultraviolet light and topical resorcin and sulphur. Among the
few drugs given systemically are vitamin A, oestrogens, and
tetracyclines. Oral vitamin A was first recommended' in 1943
on the grounds that it improved abnormal keratinisation, but
it had fallen into disuse until 1969, when Kligman et a12
resurrected it in topical form as an irritant with the advantage
over ultraviolet light that its effect did not diminish with use.
Oestrogens have a place in improving premenstrual acne
vulgaris, but their effect is minimal. Long-term low-dose
courses of tetracyclines have been used for some years but with
arguable improvement. Now oral zinc sulphate has erupted
on to the scene.

Michaelsson et a13 reported earlier this year that when zinc
was given to a patient with acrodermatitis enteropathica and
acne vulgaris both conditions cleared. This prompted them
to set up a trial in which they combined zinc with treatment
with oral vitamin A, though they give no convincing reason for
choosing this combination. After twelve weeks of treating 64
patients (26 women) with differing regimens they analysed the
results statistically; this showed that zinc given by mouth
distinctly reduced the number of acne lesions apart from
comedones-a surprising result since most clinicians consider
the comedo to be the primary lesion in acne vulgaris. In a
further paper4 they estimated the concentration of zinc and
retinol-binding protein in 173 patients with acne vulgaris

in an attempt to explain their results. In men with severe acne
vulgaris both the mean serum zinc and the retinol-binding
protein concentrations were reduced, but in other patients
these were normal. This paperchase for data has led to further
difficulty in explaining how zinc works in acne vulgaris, and it
is far too early to assess the full meaning of the findings. It is
one thing to assert from laboratory studies that vitamin A and
zinc are vital for normal epithelial differentiation and for
normal pubertal development, but it is another to conclude
that deficiencies of these substances cause acne vulgaris or
even that correction ofthe deficiencies can alleviate it, and there
is not enough evidence for this.

If nothing else, this research has shown the great fluctuation
in the severity of acne from week to week; the only dependable
and obvious variation is related to menstruation, and even that
occurs only in some women. With placebo effects varying
from 19"%o to 5600 improvement, who can be certain that even
a carefully planned trial really means what it seems to show?
Nevertheless, if the findings of Michaelsson's team are
confirmed by other workers, yet another remarkable use for
zinc in skin disorders will have been found-for over centuries
of use countless tons of zinc oxide have been applied to
inflammatory lesions.
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Investment in the future
The Court Report' on child health services has had a dis-
appointingly negative reception. Some commentators, includ-
ing the BM7,2 regarded some of its proposals as unrealistic
in a time of economic restraint, and the GMS Committee has
rejected the idea of general practitioner paediatricians with
a special interest in developmental medicine. Its detailed
comments on the report are published at p 1552, while at
p 1522 Professor S D M Court himself explains the ways in
which he believes the report has been misunderstood. One
aspect that should be re-emphasised is the recognition in the
report that the proposals would take many years to bring into
full effect; and in fact the committee set out a timetable of
priorities, with a rapid expansion in the numbers of child health
visitors at the top of the list.

Critics of the proposals have to answer the question, What is
their alternative ? The child health services cannot be left to
go on as they are. Clinic medical officers working for health
authorities have spent too long already uncertain about their
futures, and no-one has quarrelled with the analysis of
deficiencies made by the Court Committee. Even so, as
Professor Court admits in his interview, the committee did not
spell out in detail what needs to be done about the most urgent
problem-the care of children in centres of urban deprivation.
Most of our major cities have decaying areas of rotten housing;
in many of these the families condemned by circumstance to
live there face additional handicaps from poor schooling and
often poor medical services too.
The circumstances that lead to these poor services are all

too well known, but surely we need a new medical initiative in
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