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document looked as though it was the commission's views on
consent to treatment, and much in the document angered
psychiatrists, particularly in relation to research (see article
by R E Kendall on p 1249). The July 1985 paper detailed a set
of safeguards which would apply to "clinical research" using
electroconvulsive therapy, medication, psychotherapy, and
behaviour modification. The draft code of practice does not,
however, specify what constitutes clinical research; if the
term is interpreted widely research would be seriously
hampered. When research does not entail treatment there
can surely be no justification for including these matters in a
code of practice on the admission and treatment of patients.
All other matters are the province oflocal ethical committees.
As doctors we are all concerned to make sure that patients

should receive the treatment they need. Psychiatrists know
that an important limitation in achieving this aim is that a
patient's mental disorder may so cloud his judgment that he
is unable to appreciate what is in his own best interests. In
those circumstances most doctors believe they have not only
the right but the duty to use their training and skill to ensure
that the patient receives proper treatment to restore him to
the position in which he can reliably decide what is best for
himself.
That approach does not find support in the draft code.

Some parts give clues to the attitudes of the authors-such as
the recommendation that a report on a violent incident
should include the time of calling medical staff and the time
of their arrival and the statement that "chemical restraint
involves medication for management purposes, either with
or without an additional therapeutic intent." Yet the draft
code offers no guidance whatsoever on the "urgent treat-
ment" section of the Act, which allows doctors to-dispense
with consent when treatment is immediately necessary to
save life, to alleviate serious suffering, to prevent a serious
deterioration in the patient's condition, and to prevent his
behaving violently to himself or others.
The draft code must be ratified by parliament when the

consultation stage ends on 30 June. Much careful thought
will have to be given to its contents and format. I hope that
the final code will not include contentious matters on which
there is no consensus and that it will not offer interpretations

'of the common law. Neither should the code repeat what the
Mental Health Act 1983 and the Mental Health (Hospital,
Guardianship 'and C6nsent to Treatment) Regulations 1983
say. This is already available in the' Department. of Health
and Social Security's memorandum on the Mental Health
Act 1983.8
The final code should give reasonable and realistic guidance

on ways to promote optimum care and at. the same time
recognise the importance of clinical judgment. A typical
extract from the draft code deals with what it describes as the
balancing process in the handling of a violent episode. It
suggests that the factors which'need to be considered include
the extent and immediacy of the danger to the patient or to
others or both (or, in extreme cases, to property); the
existence and nature of any duty owed to others; the speed.-
with which any danger needs to be prevented; the effect on,
and the risks to, the patient from the carrying out of 'the
treatment; the ethical aspects and the irreversibility of the
treatment; the alternative treatments available, either im-
mediately or later; other means available to avert the danger;
the nature of the patient's condition; and the nature of the
treatment and its acceptability to society. This sort of
mixture of patronising and unrealistic "advice" challenges
the whole credibility of the draft code of practice.
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Codifying care

Considerable thought has gone into this 200 page document.
The anonymous authors examined many awkward issues of
consent and control in the psychiatric hospitals. They
describe several conflicts of principle when compulsory care
is required and rightly emphasise patients' rights to privacy,
information', and consultation. They then go on to make
numerous ex cathedra statements ofwhat they consider to be
"good, practice." How would these proposals, if imple-
mented,' affect general practitioners and others outside the
psychiatric world?

Firstly, we need to remember that detained patients form
only a small fraction of patients in mental hospitals. Patients
with psychological problems who are not admitted to mental
hospitals at all form a very' much larger group and remain at
home in the care of their general practitioners. General
practitioners refer to psychiatists only twice in a thousand
consultations.' The main difficulty with this'document is,
therefore, the iceberg phenomenon: that patterns of practice

appropriate to a small, exceptional, and atypical group in the
highly visible setting of institutional care may not be so
appropriate in the much larger but more private arena of
personal medical care, where privacy and one to one
consultations with senior staff are still the norm.
The second problem is what is meant by psychological

treatment. General practitioners are concerned with the
physical, psychological, and social problems of their patients
in the setting of their homes and families.2 The code defines
psychological treatment as "a,ny systematic and constructive
intervention which a patient may be offered or expected to'
participate in- which is designed to influence, change, modify
or reinforce the patient's thoughts, feelings and acts. The,
overall objective of psychological treatment is the care or
alteration of the patient's disorder."' Such a definition might
be thought to covermost contacts inprimary care-thousands
of consultations and all health education.-General practi-
tioners intervene in this way 20 times in a morning, and
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health visitors do it daily with every behavioural problem in
childhood. Yet the code lays down that such "therapists"
(was there consultation with the various professions about
the use of this term?) will "have received specialized training
in the mode of treatment offered" and "will have availabk
and will utilize supervision, peergroup review, etc"' (my italics).
While emphasising the importance of allowing patients in

hospital to be visited by professional and voluntary com-
munity agencies, the code makes no mention of providing
general medical services from general practitionet principals.
There is already a precedent for this in the prison service.3

General practitioners will welcome proposals that they
should be informed before patients are discharged to the
community (surely this policy should apply to all patients
with substantial problems in all specialties?), but the section
on aftercare in the community is limited. It does refer to "the
important role of the general practitioner" but the code gives
no impression that its authors understood that many of these
patients will be in general practitioner care day and night for
years on end.
On research it states: "These guidelines apply as much to

general practice as to hospital service," but much more
consultation is needed with the representatives of general
practice before such a code could be accepted.

So, though many of the ideas in this code are excellent the
commission's lack of experience of primary medical care
should have restrained it from attempting to dictate a code of

practice beyond the psychiatric hospital. More generally,
two fundamental principles arise: how far can good pro-
fessional practice be codified, and who should write the
codes? This thoughtful text shows that much can and should
be put on paper about the principles and practices of good
care. Nevertheless, clinicians working in the community as
independent contractors owe their primary allegiance to the
patient; they are not the employees ofauthorities represented
by managers. General practice is now committed to pro-
fessional self regulation.4 5 The representatives of general
practitioners and primary health care teams must- now
resolve how far good care can be covered in codes like these.
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Ethylene oxide and anaphylaxis during haemodialysis

With modern dialysers and machines haemodialysis has a
near perfect safety record.' Nevertheless, severe, sometimes
fatal anaphylactoid reactions do occur very occasionally at
the beginning of dialysis.
Ten years ago an abstract described two patients who had

suffered repeated anaphylactoid reactions during haemo-
dialysis with hollow fibre artificial kidneys,2 and in the same
year a report was published of a patient who had experienced
typical systemic allergic reactions.3 The results of prick tests
with human serum albumin exposed to ethylene oxide were
positive in this patient, and the ethylene oxide (or a product)
was thought to be the cause of the allergic reactions.
Subsequent studies on the same patient showed specific IgE
antibodies to human serum albumin exposed to ethylene
oxide; these were not detected in 25 patients undergoing
dialysis without allergic reactions.4

In 1980 adverse reactions resembling anaphylaxis at the
start of dialysis with new haemodialysers were described
briefly,5 and the next year two cases were reported of
anaphylaxis during haemodialysis with new dialysers.6 Then
in 1982 workers from Sheffield and Chicago simultaneously
reported many more patients with acute anaphylactic
reactions within a few minutes of the start of dialysis with
new devices sterilised with ethylene oxide.7 8 The syndrome
of dialyser hypersensitivity has since been reported world
wide and its clinical features are clear cut.9"6 Almost univer-
sally a new device sterilised with ethylene oxide has been
implicated. Symptoms develop within a few minutes of the
blood returning from the dialyser to the patient's circulation.

Dyspnoea, wheezing, urticaria, flushing, headache, and
hypotension are the most common adverse reactions, but any
type of -anaphylactoid manifestation may occur,,including
acute severe bronchospasm, hypotension, circulatory col-
lapse, cardiac arrest, and death. These reactions may be
differentiated from other well recognised adverse reactions
to dialysis-febrile rigors related to endotoxin,'7 disequi-
librium," and hypotension due to excessive ultrafiltration'9
-which have a different time course and clinical features. A
further adverse reaction to dialysis is the recently described
syndrome of chest pain and backache associated with the first
use of dialysers2"21; this is far more frequent than overt
dialysis anaphylaxis and seems unlike anaphylaxis clinically.
This "first use syndrome" is best regarded as a separate
problem from anaphylaxis.

In the United States the incidence ofanaphylaxis is around
one in every 35000 dialysers sold.22 In Britain a recent
survey has shown that nearly 70% of dialysis centres have
experienced these reactions: 117 patients with 243 definite
separate reactions were reported over periods of time
averaging three years.23 Rough calculations put the cumu-
lative risk of an anaphylactic reaction to dialysis as high as
one in 50 patients, but the risk of reaction in an individual
dialysis is at the most one in 5000.

Epidemiological observations led to the conclusion that
hypersensitivity to ethylene oxide caused these reactions,724
as had been suggested in 1975.3 This hypothesis was tested in
a preliminary study of some of the Sheffield patients, and a
striking association was found between IgE antibodies to
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