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Conference Report

BMA in Holland

FROM A SPECIAL CORRESPONDENT

British Medical _ournal, 1977, 2, 1012-1014

God made the world, but the Dutch made Holland; and the
threatening sea still pounds at the sand dunes only a mile away
from the Leeuwenhorst Congress Centre. This former Jesuit
seminary in the tulip fields outside the old university city of
Leiden made a fine setting for the Joint Clinical Meeting of the
Royal Netherlands Medical Association and the BMA; but
sadly much of the time strong winds and showers made sight-
seeing a blustery business.

Close ties

Dutch and British doctors have close ties and much in com-
mon, said Professor C L C van Nieuwenhuizen in his opening
address. In both countries the medical profession found the
governmental authorities claiming more and more say in the
organisation and content of health care-and, indeed, the
Dutch were being threatened with new authoritarian legislation.
Dr H W A Sanders, president of the RNMA, explained that in
1976 two draft bills had been published-without consultation
with thi official representatives of the medical profession-that
proposed far-reaching controls over fees and the organisation of
medical practice. In the view of the RNMA the law should
concern itself only with the anatomy of health care, leaving the
medical profession to control its physiology. The government
might stimulate or even supervise, but only rarely should it
actually interfere. Nevertheless, said Professor van Nieuwen-
huizen, threats to medicine were not confined to those from
bureaucrats. There was an internal threat from technological
developments such as computer diagnosis-and, as a reaction to
that trend, an invasion of the "soft" sciences of sociology and
psychology. In an era of change, doctors-and indeed everyone
-had to beware of extremes. Too progressive an attitude could
be as damaging as an excess of traditionalism.

Aspects of Dutch medicine

The first afternoon was spent giving the British visitors a

broad picture of Dutch medicine. Dutch health care is based on

private institutions with individual insurance, and about 8300O
of hospitals are privately owned. Institutional care (including
the earnings of hospital specialists) accounts for 6600 of the total
spending on health-in 1977 about £360 for each man, woman,
and child in the population. Health care in the Netherlands
absorbs 9.10% of the gross national product [in Britain the figure
is about 6%-so that the Dutch spend half as much again of a

national income which, as The Times has recently commented, is
already higher than that in the United Kingdom].
Dr F A Voorst said that with 14 million people in 15 000

sq miles the Netherlands was the most densely populated
country in the world-which had the advantage (in medical

The conference centre at Leeuwenhorst.

terms) that the average Dutchman lived less than 30 minutes
away from a hospital. This proximity to hospital was one of the
factors in the success of the Dutch obstetric service with its
emphasis on home confinement; for, as Professor G J
Kloosterman said, labour was normal only in retrospect and
delivery at home could be safe only in circumstances where
transfer to hospital was fast and easy. In fact half of Dutch
women had their babies at home. The very low perinatal
mortality figures recorded resulted from a combination of
factors, principally the careful selection of cases (so that only
those with no hint of abnormality were booked for home con-
finement) and the high standards of the midwives, who spent
three years in training after their initial three years' nursing.
Another vital factor was the provision of maternity-aid nurses,
who came into the home to cook, look after other children, and
generally take on the work of the household during and after
delivery.
The improvement in mortality statistics in the past 30 years

was not simply a matter of obstetric care, said Professor
Kloosterman in conclusion. The contribution made by
anencephalics to perinatal mortality had remained about con-
stant over that time, suggesting that non-specific factors such as
nutrition might have been affecting reproductive performance.

Strong traditions also affected the care of old people in the
Netherlands, said Dr H W Ter Haar. Since the Middle Ages
most towns and villages had maintained hoijes for housing their
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elderly; and, whereas these used to be mainly for the poor, this
was no longer the case. There were also 300 nursing homes with
a total of over 400 000 beds. On the other hand, the Netherlands
had not made as much use of day hospitals as had the British
NHS.

Primary care was broadly similar in the two countries, said
Professor F J A Huygen, though more Dutch GPs were single
handed and worked from their own homes. The Balint approach
pioneered in Britain had been a powerful influence in Holland,
and behavioural and educational psychologists played an
important part in the training of Dutch GPs. This approach also
led to concentration on the family rather than the individual as
the unit in both health and disease.
Having heard about Dutch medicine, the British doctors and

their families next began their investigation of food and drink
in the Netherlands with a splendid and friendly cheese and wine
reception given by the Dutch Dairy Bureau and the RNMA.

Diving medicine

On the second day many visitors left the congress centre to
look at a group practice in Noordwijk and hospitals in Haarlem
and The Hague. Those remaining were introduced to the
medical problems of divers working in the North Sea oilfields
by Dr J S McCrae, chairman of the Scottish Council working
party, whose report on the subject was published in 1975. The
Health and Safety at Work Act now extended to diving per-
sonnel, he explained, but he believed that the companies con-
cerned had not done enough to provide an occupational health
service and that the British Government had not been strict
enough in operating the Act. Fatalities were reported-at
present about 10 divers a year died in accidents out of a work
force of 1000-but near-misses were not and the Diving
Inspectorate had little information on the quality of the
emergency services.
The complexity and extent of the problems inherent in work-

ing at the depths found in the North Sea were highlighted in
papers by Professor P A Biersteker, Dr W Sterk, Dr.D H Elliot,
and Dr P B James. Descent to 500 ft (152 m) implied working at a
pressure of 16 atmospheres, and in practical terms this often
meant saturation diving-in which divers were slowly acclima-
tised to a high pressure atmosphere of helium and oxygen and
maintained in that state for up to 60 days, spending their off duty
time in special chambers on the oil rig. The increased gas density
gave rise to many problems (some of which were also found in
the use of self-contained breathing apparatus)-for example, the
rise in flow resistance might increase the work done by the
respiratory muscles by as much as 16-fold. Day-to-day control
of the gas mixtures and other vital aspects of the divers' work
was the responsibility of diving supervisors-yet there were no
formal qualifications for the work, and the staff concerned were
anxious for closer contact with physiologists and medical
experts.
Some of the medical problems were straightforward-such as

the heightened susceptibility of divers to otitis externa-but
others, such as oxygen and nitrogen narcosis, aseptic bone
necrosis, and the long-term effects of diving on cardiorespiratory
function, were still under investigation. Full details of each
diver's medical record should, the experts thought, be included
in his diving log so that adequate data would become available
for epidemiological studies.

Recent advances

An afternoon symposium on recent advances brought the
audience back to more familiar ground, with Professor D F N
Harrison explaining the value of grommets in treating secretory
otitis media. This condition had become much more common

in the past decade; but overuse of antibiotics could not be the
whole explanation, since some children were affected who had
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never been given these drugs. The diagnosis should be suspected
in any small child who seemed deaf-often first apparent by his
turning up the volume of the TV set.

Malignant otitis externa, in contrast, was rare but had proved
fatal in a high proportion of cases until the fortuitous discovery
that the anaerobic infection responsible could be controlled with
metronidazole. Among the many advances attributable to new
technology was the improved diagnosis of sinus complaints made
possible by direct fibreoptic examination.
More accurate diagnosis was also the theme for Dr Celia

Oakley's review of advances in cardiology. The advent of safe,
non-invasive techniques such as echocardiography, radioisotope
imaging, and continuous electrocardiographic recording had
opened up many new pathways. Investigation of asymptomatic
patients could now be justified, while the diagnosis of puzzling
symptoms such as transient "turns" was becoming more certain.
With better diagnosis there was, she thought, some prospect of
preventing half of all coronary deaths that were sudden-
certainly it was now true that coronary bypass surgery was
effective in relieving angina and in improving prognosis in
patients with atheroma affecting three main vessels or the left
main stem.
How safe were the more invasive procedures? Coronary

angiography was said to carry a mortality of one in 3000 in-
vestigations-but against that had to be set the substantial
contribution it made to preventing sudden death. Finally, she
asked all clinicians to remember infective endocarditis as a
possibility in any patient with fatigue, anorexia, loss of weight,
anaemia, or night sweats: the mortality from this treatable con-
dition remained high because of late diagnosis.
Advances in cancer had been less apparent, said Professor

Harold Ellis. Taking breast cancer as an example, he reminded
his audience that mortality had hardly changed in the past 30
years despite the enormous investment of effort by surgeons,
radiotherapists, and diagnosticians. The reason was, he sug-
gested, that their attitudes had been too rigid and until recently
they had failed to submit their clinical beliefs to the discipline
of controlled trials. These had now shown that there was no
method of surgical treatment superior to simple wide removal
of the tumour; that prophylactic radiotherapy conferred no
advantage; and that prognosis was best estimated by ecamina-
tion of axillary nodes removed at the time of the primary treat-
ment. Possibly adjuvant cytotoxic chemotherapy might achieve
improved survival-but no one could know until the current
trials had been completed.
The Netherlands was the focus of the next lecture, by Dr D J

Bakker, whose service for the treatment of gas gangrene by

Dr W H A Sanders, president of the Royal Netherlands Medical Association,
talking to guests at the reception given by Dr J C Cameron, chairman of the
BMA Council.
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intermittent hyperbaric oxygen had transformed the mortality
and morbidity of the disorder. Formerly even draconic amputa-
tions and multiple open drainage had proved ineffective;
nowadays any patient who survived long enough for four two-
hour treatment sessions could expect to recover. Oxygen at
3 atmospheres increased tissue saturation 15-fold and seemed
to stop the production of the lethal bacterial toxins responsible
for the tissue destruction characteristic of the disease. Even so,
the key to successful treatment lay in early suspicion of the
diagnosis and immediate referral of the patient to a treatment
unit with hyperbaric facilities.

Orthopaedics was another specialty with good progress to
report, said Professor Th J G van Rens in the last lecture of the
symposium. Joint replacement had now become routine, but
more recent advances included the use of techniques such as
x-ray photometry for accurate assessment of scoliosis; arthro-
graphy and arthroscopy; osteomities for the relief of hip dis-
orders; and the use of electrostimulation to stimulate bone
growth, especially in the treatment of congenital pseud-
arthroses.

Preventive medicine

The last day of the meeting opened with a vigorous attack on
accepted doctrines by Professor J R A Mitchell. Too often, he
argued, screening programmes were set into being before there
was any proof that the test used would indeed separate the
apparently healthy into those at high and low risk-or that
earlier detection would indeed make treatment either easier or
more effective. Were the risk factors said to be associated with
coronary heart disease really causative or were they merely
pointers ? Proof of causality required evidence that modification
of the factor conferred benefits-and in the case of coronary
disease that test had been passed only by cigarette smoking.
(Lowering raised blood pressure reduced the risk of stroke but
not of myocardial infarction.) Nor were his criticisms simply
academic points, said Professor Mitchell: there was a very real
risk that premature introduction of ineffective screening might
jeopardise the future credibility of medical advice.
Drs F H Bonjer and A E Leuftink took a different view. In

1971 they had set up a screening programme for coronary risk
factors in factory employees and had thought that it would have
been unethical to have had a control group of untreated indi-
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viduals. Nearly 100 000 men had been screened at intervals of
three years, and already there was evidence that the advice given
had led to a drop in the proportion with raised blood pressure and-
raised cholesteral concentrations. Any effect on mortality from
coronary disease could only be guessed at because of the changes
that had occurred in the whole population during the period of
the programme; but they thought the project was worthwhile
and they intended to continue it.

If we all survived to retire, what then ? That was the problem
that Dr H M White had been examining, and his enthusiasm had
clearly been a powerful force in the Preretirement Association.
He outlined the programme of health lectures that should be
given to workers approaching retirement-including material
on taxation, pensions, health, diet, leisure, and personal adjust-
ment and emphasised the importance of sound advice on
smoking, alcohol, exercise, feet, eyes, teeth, and ears. The un-
resolved question, he thought, was whether the approach should
be hawkish and aggressive-scaring people into following the
advice offereq-or soothing-dovelike and reassuring. There was
no clear evidence on which paid off better.

Evidence in detail was presented by the final speaker, Dr L
van der Drift, whose work with the Artsen-Ouderluige had given
him information on the numbers of days spent off sick by Dutch
doctors of all ages and specialties. He had found that in recent
years doctors-and especially older doctors-were claiming more
days of incapacity due to sickness, and that, though this trend
was apparent across a whole spectrum of diseases, it was most
definite in disorders of the circulatory and nervous systems.

Envoi

After three days' contact with Dutch medicine the BMA party
moved to Amsterdam and Dutch culture-pausing only for a
visit by steam train to the Dunes of Katwijk that exposed them
to the extremes of Dutch weather. Despite a disappointing
attendance by local doctors the visitors returned to Britain
content, clutching gifts of tulip bulbs (cleared by HM Customs
as free of disease) and attracted and sometimes mystified by a
land where the highlands were defined by Dr Bokker as "more
than 10 metres above sea level." Can anyone wonder that Dutch
patients look with amazement at the WHO questionnaire on
heart disease with its questions about walking uphill ?

Will any harm result from placing a few milligrams of fine boric acid
powder inside the lower eyelid twice a day for up to two years ? I have
read that this will delay the onset of cataract and even absorb any
lenticular opacity that existed before.

Boric acid is toxic if ingested or applied to raw surfaces or mucous
membranes. Boric acid eye lotions or ointments contain less than
5 00 boric acid, and I would suspect that the continued daily applica-
tion of pure boric acid to the conjunctiva could result in enough
absorption to produce toxic reactions. I know of no reports of its
therapeutic value in cataract that would justify its use in this manner.

Is there any evidence that aerosols may either be carcinogenic nr encourage
pulmonary infiltration ?

The answer to this question depends on what the aerosol consists of.
Tobacco smoke is a complex aerosol that causes lung disease, and
many types of dusty or fumy atmosphere-technically aerosols-in
work places harm health. The questioner, however, is doubtless
concerned with kinds of aerosol used domestically-for instance,
hair lacquers and polish sprays. These consist of the product and
a compressed gas. Both components are increasingly subject to
regulatory control, which means %thatitheir safety is assessed in the
light of chemical structure, results of tests on animals and human
volunteers, and so on. Products then regarded as hazardous are

banned. The toxicologist is less concerned about chemicals that are
readily absorbed through the lungs, mucous membranes, or skin, and
thereafter rapidly excreted unchanged than he is about chemicals
that are poorly absorbed and may collect in the lungs, or that react
with body constituents and have to be metabolised before they can be
excreted. But this is as far as any general statement can go. The
safety of each aerosol must be judged on the basis of the relevant
data.
The present position is reasonably satisfactory in the sense that

there are probably no seriously hazardous aerosol products intended
for domestic use on the UK market. During recent years, however,
safety standards and requirements have become more stringent, a
process that is likely to continue, with the result that some products
now on the market will be declared, rightly or wrongly, as being
possibly hazardous.

Are sharp, recurrent pains in the hands and feet a recognised symptom
of primary thrombocythaemia ?

The short answer is no, but the symptoms of thrombocythaemia
are caused by a combination of haemorrhage and thrombosis and
are very variable. The primary condition is rare; but numerous,
symptoms have been recorded in individual patients, among them
thrombosis of digital blood vessels, which can cause ulceration locally
in hands and feet. Transient small thromboses of this kind may be
the cause of the pains in the hands and feet of this patient.
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