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organisation's. Precious little scope for exercising
consumer power here, I fear.

ROBERT WILKINS
Reading, Berkshire

Royal Medical Benevolent Fund Christmas
appeal 1985

SIR,-YOU may be one of those who plan your
Christmas shopping well in advance, or one who
leaves it until the very last minute. But however
you set about this annual task I am asking you to
spare a thought for those for whom Christmas
brings little joy and probably some anxiety. I am
referring to those beneficiaries of the Royal Medi-
cal Benevolent Fund; some are doctors, some are
widows with children, all are in need of our help
and may be faced with prospect of having little
with which to celebrate Christmas.
The object of the Christmas appeal of the Royal

Medical Benevolent Fund is to enable us to send
financial gifts to our 780 beneficiaries this Christ-
mas and also in Christmases to come. These are a
special addition to the awards that we make
throughout the year. The fund knows through the
many letters received how much this little extra
means, enabling those less fortunate than our-
selves to have at least some joy and warmth at
Christmas.

Will you please send something to treasurers or
medical representatives of guilds of the Royal
Medical Benevolent Fund. Alternatively, gifts
may be sent, marked "Christmas appeal" to the
Secretary (B) of the Royal Medical Benevolent
Fund, 24 King's Road, Wimbledon, London
SW19 8QN.
May I wish you all a very happy Christmas.

JOSEPHINE BARNES
President

Royal Medical Benevolent Fund,
London SW19 8QN

Medical treatment in South Africa

SIR,-On 21 March 1985 20 people died from
police bullets in Uitenhage, Eastern Cape, South
Africa. Several others were injured. The circum-
stances surrounding the shootings have been
investigated by a judicial commission of inquiry.
There has, however, been no comment on the
treatment received by those injured in the
Uitenhage shootings or in the subsequent unrest.
The Eastern Cape branch of the National

Medical and Dental Association (NAMDA) views
with grave concern the conditions under which
these patients were treated and wishes to bring
these to the attention of the international medical
community. We are particularly perturbed by the
following features.

(1) In one of the hospitals to which casualties
were taken children and adults of both sexes were
treated in the same small ward with completely
inadequate facilities and with no respect for
privacy, even for those in pain. (2) Sections of the
hospitals were closed to the public with the result
that relatives were not able to establish the fates of
their next of kin. (3) Many of the injured did not
seek medical attention for fear of being arrested at
the hospitals. This was due to the presence of large
contingents of police at the hospitals, which was
an intimidating factor. (4) Some general practi-
tioners were instructed by police not to attend to
the wounded in their surgeries. (5) The injured
were under armed police guard throughout their
stay in hospital and were arrested immediately on
discharge. The medications provided to these
patients were confiscated by the police. (6)

Ministers of religion were prevented from
administering to their parishioners in hospitals by
hospital authorities (including doctors). (7) The
manner in which the police conducted themselves
in hospital was shocking. They displayed an
aggressive and arrogant attitude, particularly
towards the patients and visitors at the hospitals.
They interfered with normal doctor-patient rela-
tionships and created a general feeling of fear and
tension within the hospitals.
We believe that the behaviour of the police

constitutes a gross violation of the rights ofpatients
and doctors. We are particularly disturbed by
the collusion of senior hospital authorities (includ-
ing doctors) with the South African police. Their
behaviour in allowing the police free rein is clearly
a breach of internationally accepted medical ethics.
We question whether the South African medical

profession has learnt anything from the Biko affair.
Does the deafening silence of South African
doctors mean that once again they are prepared to
condone the excesses of the South African state?

H BLOEM
Secretary

Eastern Cape Branch,
National Medical and Dental Association,
Gelvandale,
Port Elizabeth, South Africa

Points
Seat belts and risk compensation

Dr JoHN ADAMS (Department of Geography, Uni-
versity College, London WCIH OAP) writes: The
paper of mine which Dr Murray Mackay cites does
not claim that seat belt legislation increased road
deaths, only that there is no convincing evidence that
it reduced them. The paper which he describes as
"recent" was a preliminary discussion paper pub-
lished in early 1981. It is noteworthy that he does
not refer to subsequent work of mine published in
refereed journals, and presented at a conference which
he attended, which challenges directly most of the
claims made in his leading article. I have been asking
Dr Mackay for over four years for his demonstration
that my methods are wrong. So far he has not provided
it.

His appeal to BMX bicycles as an explanation for
the increase in the number of deaths among cyclists
is unconvincing. I am not aware of any plausible
statistics on BMX use. But according to Department
of Transport statistics, between 1982 and 1983 there
was a decrease in all cycling traffic of 3%. In the same
year there was an increase of 5-2% in the number of
cyclists killed aged 5 to 19, an increase of 13 2% for
those over 19, and an increase of 55% for those over
69. Between 1982 and 1983 there was also an increase
of 20-3% in the total number of cyclists killed by cars
and vans (to which the seat belt law applied) and a
decrease of 17-90/o in the number killed by other
vehicles (excluding motorcycles). For pedestrians also
the number killed by cars and vans increased (by
877%) while the number killed by other vehicles
decreased by 2-3%.

Allergy to Silastic foam dressing

Professor L E HUGHES and others (Department of
Surgery, University of Wales College of Medicine,
Cardiff CF4 4XN) writes: We noted with interest the
unreviewed report of a case of possible allergy to
Silastic foam dressing (11 May, p 1394). It would be
useful if the authors could, with the patient's consent,
carry out a patch test under an occlusive dressing for
48 hours and report the result in your correspondence
columns. We have not met an example of allergy to
Silastic foam in 21 years' experience, including more
than 2000 cases personally observed in the past six
years, and would be reluctant to consider the material
allergenic without confirmatory evidence. If allergy is
established in this exceptional case, it would most
likely be due not to the foam itself but to residual
catalyst or an organic acid produced during the curing

process. These substances can be removed by a
thorough initial flushing with water. One of the great
advantages of Silastic foam dressing is the notable
inertness of the cured elastomer; reactions are usually
due to antiseptic used for cleaning the wound.

Ethics and politics

Professor SPYROS DoxIADIs (Foundation for Research
in Childhood, Athens 119, Greece) writes: As chair-
man of the Athens workshop on ethical issues in
preventive medicine, I would like to correct one
statement in the leading article by Dr Richard Nichol-
son (31 August, p 557). Alcohol abuse was, of course,
mentioned during the meeting and is referred to in the
proceedings now published by Martinus Nijhoff,
Dordrecht, Holland. The meeting of contributors to
which Dr Nicholson refers was concerned with a
subsequent book now in preparation. The whole of
one chapter is based on the case of alcohol problems,
which shows that Dr Nicholson's understanding of
what was decided is not entirely accurate.

Toxicity of bone marrow in dentists exposed
to nitrous oxide

Dr M A GILLMAN (South African Brain Research
Institute, Johannesburg, South Africa) writes:
Dr Brian Sweeney and colleagues (31 August, p 567)
performed both peripheral blood smear examinations
and deoxyuridine suppression tests in most of the
patients in their study. It would appear from this work
that an excellent marker for frank megaloblastic
changes within the bone marrow is the presence of
hypersegmented neutrophils (five or more lobes).
Furthermore it would appear from these results that
bone marrow examination and a deoxyuridine supres-
sion test should be required (as confirmatory
evidence) only when hypersegmented neutrophils are
found thus indicating a possible diagnosis of megalo-
blastic dyshaemopoeisis. All subjects showing
megaloblastic changes on marrow examination had
blood films showing hypersegmented neutrophils.
Apart from this there appears to be a wide variability
in standards of normality associated with the
deoxyuridine test. Dr Sweeney and colleagues quote
normal mean values of 2-8 (SD 095)%, whereas
others have reported a normal range of up to 10%. I On
this basis the highest value reported by Dr Sweeney
and others would have fallen well within the normal
range, thus emphasising the excellent value of simple
blood film examinations for screening megaloblastic
changes caused by nitrous oxide. Another point that
may be worth considering is that, apart from scaveng-
ing, folinic acid suppliments may also prove protective
to operators; this has proved the case for patients
exposed acutely to nitrous oxide (50%-70%) for con-
tinuous periods of up to 24 hours. ' 2

1 Skacel PO, Chanarin I, Hewlett A, Nunn JF. Failure to correct
nitrous oxide toxicity with folinic acid. Anesthesiology
1982;57:557.

2 O'Sullivan H, Jennings F, Ward K, McCann S, Scott JM, Weir
DG. Human bone marrow biochemical function and megalo-
blastic hematopoiesis after nitrous oxide anesthesia. Anesthesia-
logy 1981;S5:645-9.

Communicating with patients

Dr M LAKHANI (Ninewelis Hospital, Dundee DD1
9SY) writes: I was interested to read of Ms Whalley's
disturbing but thought-provoking experience (7 Sep-
tember, p 671). Unfortunately failure to give and
communicate information by doctors is not
uncommon, and too little attention is paid to this
important aspect of patient care.... I believe that
emphasis should be placed on seeing the next ofkin of
every patient soon after admission. Just as it is routine
for a doctor to record the blood pressure and listen to
the heart sounds, so it must become routine for a
patient's family to be seen. The onus is then on the
doctor to supply the information and not on a patient's
family to seek it: the family often do not seek it
because of fear of doctors and fear of "wasting the
doctor's time." I have found that patients and relatives
appreciate this approach.
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