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Bioterrorism

In his editorial (October 2002 JRSM1) Dr Beale proposes an
incomplete solution. The universal vaccination idea is based
on the view that the current conflict is caused by a few
‘rotten apples’ (‘rogue states’, etc.) bent on upsetting an
otherwise perfect world. Is it not more ‘scientific’ and
morally less repugnant to use some of the money which will
be dedicated to rendering the good apples biologically
immune, to sociological, psychological, political, linguistic,
religious and conceptual research so that the reasons why
people have become ‘careless with their lives’ can be
understood? Have the human sciences also been thrown
overboard?

G E Berrios
Robinson College, Cambridge, UK

E-mail: geb11@cam.ac.uk
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Michelangelo and medicine

Dr Strauss and Dr Marzo-Ortega (October 2002 JRSM1)
and indeed the other authors they cite, do not refer to two
other aspects of medical interest in Michelangelo’s David.
The first is the very large right hand which is quite
disproportionate to the size of the rest of the statue,
although, as far as I am aware, anatomically normal. The
second feature is the depiction of David with his sling over
his left shoulder with a stone in his right hand. This strongly
implies that the subject was left-handed. The only
commentary I have found on this point is that the stone
from which the statue was carved was difficult to work, and
indeed it had already been worked on by others before
Michelangelo used it. While this may have affected the way
the sculpture was made it does not seem entirely convincing
that it necessitated making a left-handed subject.

John Seamer
Mill Leat, Gomeldon, Salisbury, Wiltshire SP4 6JY
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Dr Strauss and Dr Marzo-Ortega (October 2002 JRSM1)
remind us that interpretation of art is subjective. The force
that inspired Michelangelo Buonarroti, a sculptor and
reluctant painter, has also been much discussed over the
centuries. However, surely there can be no debate over
Goethe’s words that ‘unless one has seen the Sistine Chapel

it is impossible to form an intuitive concept of what one
person is capable of doing’. When I visit these treasures
again, the authors’ comments will throw a fascinating new
light on them.

Ranan DasGupta
Department of Uro-Neurology, National Hospital for Neurology & Neurosurgery,

Queen Square, London WC1N 3BG, UK
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Wet combing to eradicate head lice

Dr Vander Stichele and his colleagues (July 2002 JRSM1)
make a welcome contribution to the debate on the merits of
wet combing for the detection and treatment of head lice.
The comb they have tested is the Bug Buster comb2. This
forms part of the kit now available in the UK on NHS
prescription to assist parents who are encouraged to remedy
head lice at home. However, the Belgian researchers do not
seem to have tested the full Bug Busting method. In our
experience, dry and damp lice move swiftly away from
disturbance created by combing, thus evading detection.
We find that it is important to shampoo and rinse the hair
before applying conditioner. This takes moisture (which
temporarily immobilizes lice) to the hair roots, their main
habitat. The omission of shampooing in the Belgian study
produces a protocol which is easier for school screening,
but not the most effective.

Moreover, the Bug Busting wet combing method
consists of combing sessions on days 1, 5, 9 and 13. At
each session the hatched lice on the head are removed,
leaving the eggs, which take a maximum of 10 days to
hatch. It is therefore expected that lice which hatched on
day 10 will be found during the fourth session. The cure
rate should be measured at a further, fifth, session; by doing
this at the fourth session, Vander Stichele and colleagues
may have counted possible successes as failures.

We suggest that the Belgian protocol of wetting the hair
is an improvement on spraying only where hair-washing
cannot be carried out. It is definitely an advance on applying
conditioner to dry hair. Wetting the hair may prove to be
the most sensitive protocol that is feasible in mass
screening. It should be tested against the full Bug Busting
method.

Frances Fry
Joanna Ibarra
Jane Smith

Clarice Wickenden
Community Hygiene Concern, Manor Garden Centre, 6–9 Manor Gardens, London

N7 6LA, UK

E-mail: bugbusters2k@yahoo.co.uk
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Immunotherapy for cancer

The correspondence on immunotherapy for cancer1,2

revives ideas first put forward in your own pages by
Richards in 19883. The methods outlined regarded as
unorthodox at the time, included immunotherapy and local
debulking surgery—these being followed by a highly suppor-
tive regimen. In twenty years of its use I have not seen this
regime improved upon. It remains now only for the enzyme
components and one or two others to be added to current
thinking. At the time, I gather, Richards’ discussion paper
drew only two responses. Remarkable? Perhaps—but now
well worth another read.

R Bryant
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Drug-facilitated sexual assault

Jason Payne-James and Deborah Rogers (July 2002 JRSM1)
draw wider attention to a report2 identifying that many
complainants of sexual assault have high concentrations of
alcohol in their blood. In a Home Office report it was
recommended that, when psychoactive drugs are involved,
a clinical psychologist should testify as to the effects of the
drug and that a toxicologist would be able to give evidence
as to the complainant’s behaviour against that of typical
reactions to the drugs in question3. In the UK clinical
psychologists are not necessarily trained in substance misuse
and may never have seen an acutely intoxicated patient in a
forensic setting as part of their practice. Thus clinical
psychologists who are not specialists in addiction may not
be able to advise investigators or provide evidence in court
on the effects of drugs. Most toxicologists, except for a few
who are medically qualified, cannot comment expertly on
the clinical effects of drugs on an individual, although they
may give helpful general advice on the effects of drug
metabolites and level of toxicity.

In many cases the forensic physician who has attended
the complainant shortly after the incident and who has taken
a detailed history and performed a full examination will be
the person in the best position to assist the court with an

informed opinion, based on the objective results of an
appropriate clinical examination, as to whether or not the
complainant is intoxicated at the time of presentation.
Furthermore his/her clinical findings will inform the
analytical toxicologist’s approach to the samples submitted
to the laboratory. The opinion of a competent forensic
physician as to which substances may have caused the signs
exhibited and symptoms described by the complainant may
be invaluable to the investigators and to the court, before
the laboratory results have become available or in those
cases where the complainant has presented too late for
useful toxicological results to be obtained.

Clear recommendations have been issued to forensic
physicians when called to examine complainants of sexual
assault4 as well as for the toxicological investigation of such
assaults5,6.

Margaret M Stark
Forensic Medicine Unit, St George’s Hospital Medical School,

Cranmer Terrace, London SW17 0RE, UK

A R W Forrest
University Department of Forensic Pathology, Medico-Legal Centre,

Watery Lane, Sheffield S3 7ES, UK

A Oyefeseo
Department of Addictive Behaviour & Psychological Medicine,

Centre for Addiction Studies, St George’s Hospital Medical School,

Cranmer Terrace, London SW17 0RE, UK
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HIV/AIDS in developing countries

The personal views of Mr Loefler (October 2002 JRSM1) are
at odds with those of the WHO and inter alia the last two
International AIDS Conferences where the rolling out of
treatment for HIV/AIDS in developing countries was high on
the agenda. The issue is not only one of a basic human right
for the recipient, whether they be in developed or developing
countries, but also of helping prevent the spread of HIV/
AIDS. His experiences in Nairobi, Kenya, do not necessarily
speak for the rest of Africa or possibly elsewhere outside his
domain in Kenya. 631
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Here in South Africa, the Government has now accepted
that a coordinated countrywide response is necessary to
confront the spread of HIV/AIDS. Its National Strategic
Plan 2000–2005 embraces the five thrusts of the WHO—
treatment, care and attention; research, evaluation and
monitoring; prevention; ethical and human rights considera-
tions; and communication and education. The treatment
component includes the use of antiretrovirals. Several
successful interventions with antiretrovirals as part of holi-
stic thrusts within and outside reproductive health have been
reported, not only here in South Africa but throughout
developing countries in Africa and other parts of the world.

The spread of HIV/AIDS is reaching epidemic propor-
tions in South-east Asia, India, China and some areas of
Central and Eastern Europe, fuelled by prejudices of the
kind expressed by Mr Loefler. Notably two developing
countries, which had embarked on coordinated responses,
have managed to contain their countries’ epidemics—i.e.
Brazil and Thailand. Now here in South Africa as well as in
Brazil it was the ground-swell from rural and urban commu-
nities, labour and other grass-roots levels that positively
influenced the national response.

Johnny Sachs
School of Health Science, University of Cape Town, South Africa

E-mail: jasachs@netactive.co.za
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Neuromuscular blocking drugs

Further to the letter from Dr Zorab (September, 2002
JRSM1), I am fortunate in having a copy of Penans by Dennis
Lau, The Vanishing Nomads of Borneo. It has about 100
beautiful photos of the Penans, including pictures of the
blowpipes in use, their manufacture, etc. The Penans are
the principal makers and users of the blowpipe, called a
sumpit. It is made from a hardwood tree. A platform is
made, with a hole through which the blowpipe passes and
which holds it upright. The maker stands on the platform
and uses a long narrow iron bore, first from one end, then
the other. To compensate for droop, he makes an upward
rise in the middle of the shaft. The skill of making a
blowpipe that works and is accurate is almost incredible.
The job may take months. The darts are made from bamboo
and coated with a poison extracted from the sap of the
tacem tree (¼ tree of poison) and are accurate at a range of
50 feet (some say 50 yards) at which range they will kill a
man. In all their spare moments, Penans make more darts,
which are hardened in fire. They are kept in a gourd tied
round their waist.

Rex Lawrie
Little Mote, Eynsford, Dartford,

Kent DA4 0AA, UK
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