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Department of Obstetrics and Gynaecology at Tembisa
Hospital near Pretoria, performed a laparotomy on a patient
for an extrauterine pregnancy. Preoperatively the baby was
estimated to be at term, and the fetal heart was normal, as was
the condition of the mother. At laparotomy the baby lay in the
abdominal cavity, a normal uterus was to be seen in the pelvis,
and the placenta was attached to the bowel in the left lower
abdominal region.
The baby was removed without any problem and was in a
completely satisfactory condition. Dr A Haasbroek, senior
paediatrician, who was in theatre, cared for the baby. The birth
weight was 2 800 kg. The condition of the lungs was normal
and there were no postoperative problems.
The placenta was left in situ, and the umbilical cord was
clamped and tied right against the placenta.
Both mother and baby were discharged from hospital in a
healthy condition.
P M Bremer
Formerly Senior Lecturer, Department of Obstetrics and Gynaecology,
University of Pretoria
Woodside Village
Norton Way
Rondebosch
Cape Town

about once a month on the long-haul flights on which he
worked.
In trying to work out why this had happened to an
apparently healthy young man I wondered if the combination
of a few days of stress, little sleep, a mild fast followed by a
large meal with alcohol, then falling asleep sitting up with
knees at about 80 - 90° had not induced this dramatic drop in
blood pressure. Perhaps the same slow-down in lower leg
blood flow also plays an important role in the formation of
deep-vein thrombosis (DVT)?
If falling asleep after a meal, possibly with alcohol, in a fairly
upright sitting position with knees bent close to 90° is the key
risk factor, then prophylactic exercise may not be much help.
Maybe slightly more leg room, and especially foot rests so that
people can place their feet more comfortably with the knees at
an angle of 120°, lighter meals and at least a warning about
alcohol on long flights, would be a better way to prevent DVTs.
It should not be too difficult to do a randomised controlled
trial to investigate this further, perhaps by seeing if adding foot
rests to long-haul economy class seats and encouraging
passengers to use them makes a difference.
Neil Cameron
Department of Community Health
University of Stellenbosch
Tygerberg, W Cape

Economy class syndrome
To the Editor: On the flight from Accra to Johannesburg a
fellow passenger collapsed in the aisle as he passed my seat. It
was about 2 hours into the flight, which had left Accra just
before midnight, with the aircraft about two-thirds full.
The passenger was unconscious and slightly clammy. He
was breathing shallowly and had a pulse of about 120
beats/min, which was difficult to feel. There was no obvious
injury or localising signs and his systolic blood pressure was
about 80 mmHg. We shifted him into the four middle row
seats. He was chubby young man of Chinese origin, and
started to wake up soon after he was shifted.
He turned out to be the manager of a fruit juice factory in
Accra, on his way to the company’s head office in China via
Johannesburg. He had been very busy and in the previous 24
hours had had about 2 hours’ sleep and very little to eat.
Supper was served soon after take-off and he had eaten quite a
generous aircraft meal and drank two beers. When the cabin
lights were dimmed he had gone to sleep, only to wake up
feeling nauseous and sweaty. He had got up to go to the toilet
but had only got as far as the row of seats where I was sitting.
After being given some fruit juice he returned to his seat
quite cheerfully and completed his journey uneventfully. The
purser told me that this kind of fainting incident happened
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National health insurance —
friend or foe?
To the Editor: Some brief comments from a GP perspective on
the document titled ‘The Department of Health Inquiry into the
Various Social Security Aspects of the South African Health
System’.
National health insurance (NHI) is held as being good for
general practice as it is said to bring extra pre-funded patients
into the private sector. My concern is that once again prefunding for general practice will be relegated to what is left in
the barrel once provision has been made to cover other costs.
The following are some specific concerns arising out of the
document.
1. The concept of prescribed minimum benefits is sound.
However, the document calls for ‘The expansion of prescribed
minimum benefits to include chronic conditions, expanded
HIV/AIDS cover and other essential services’. Hospitalisation,
HIV/AIDS and the treatment of chronic conditions is
expensive. Already medical aids find it difficult to fund these,
even before the introduction of expanded coverage! The
contributions made to NHI will be swallowed up by these
costs, leaving very little for the struggling GP.
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2. The proposed 7 million new members to enter the system
largely already make use of our services! Some employers
contribute towards these expenses. If these people are forced
by legislation to contribute to a medical aid they will not be
able to afford to see us out of pocket. Employers who will have
been forced by legislation to make provision for employees’
pre-funding of medical care will not have the resources to
make any further contributions. Therefore we could in effect
see fewer patients!
3. ‘It will prove very difficult to contain costs in private
healthcare without the use of staff private providers’! Patients
will be forced to travel to a staff model clinic when the present
infrastructure of accessible GPs is destroyed. House-calls for
debilitated patients will be a thing of the past.
4. ‘Primary care offered primarily in private sector capitated
networks.’ If these contracts are onerous in terms of the
amount of risk the GP has to take, the quality of care will suffer
and the GP‘s livelihood will be threatened further. I fear that
the basis of allocating contracts will be price and not quality,
with the patient suffering the consequences.
5. ‘Selective contracting’ implies that certain service
providers will be left out in the cold. This also encroaches on
the patient‘s right to freedom of choice.
6. ‘Administration of funds will largely be kept in the hands
of present institutions’. Private health care funders have done
everything but prioritise primary care! This is where funding
has gone wrong. Their history of corporate governance leaves a
lot to be desired. In the past 10 years funding for GP services
has declined substantially while non-health care expenditure
(administration, etc.) has sky-rocketed by more than 25% per
annum.
In conclusion, funds certainly need to be redistributed, but
primary health care provision in the private sector, including
care for previously disadvantaged groups, should receive
priority as this is relatively underfunded (GP share less than
7% of total medical aid expenditure!). It seems perverse that a
social health insurance system should perpetuate this
unhealthy state of affairs.
The ultimate objectives should be equity and better health
outcomes. Funding quality primary health care that is easily
accessible has been proven to be the most cost-effective way of
achieving both these objectives.
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Equitable pre-funded universal coverage in South Africa
should be based on freedom of choice to consult your family
GP.

Toy gun injuries
To the Editor: I refer to the article on toy gun injuries in a
recent issue.1
We at the Tygerberg Hospital ENT Department have also
noted the increase in referrals relating to toy gun pellets, with
most of our patients requiring removal of these pellets from
their ears under general anaesthetic. Eight patients required
removal of foreign bodies from the ear under general
anaesthetic in the first 6 months of this year. Six out of 8 (75%)
of the foreign bodies were ‘soft ball pellets’, as described by
Richards and Murray. This included one child who needed a
post-auricular surgical approach, as even the professor of our
department could not remove the pellet via the canal.
The typical situation involves a preschool child referred from
a day or secondary hospital after an attempt to remove the
offending item has proved unsuccessful. The child is usually
unco-operative and understandably unhappy about strangers
fiddling with its ears. By this time the pellet may have been
pushed deeper into the canal by previous failed attempts at
removal. These pellets seem to be of the perfect dimensions to
wedge in the narrowest part of the ear canal, the junction
between the cartilaginous and bony parts.
If the pellet is wedged in the ear canal, it is usually necessary
to remove it under general anaesthetic, but if there is some
space between the pellet and the ear canal, it may be possible
to expel it by syringing. It is appropriate for a primary care
physician to make one good attempt to remove the pellet,
under the best possible conditions, with good lighting and the
appropriate assistance and instruments. We recommend that
no attempt be made to grab the object with a grasping
instrument. It should preferably be syringed out of the ear. If
a purpose-designed ear syringe is not available, we have found
the use of a 20 ml syringe and a plastic drip cannula to be very
effective. Careful explanation to both child and parent is
required. The child may be swaddled in a sheet or towel to
prevent excessive wriggling, and should be seated on the lap of
the parent, who can steady the head and restrain the child if
necessary. First the ear canal should be gently filled with
lukewarm water, then a jet of water should be directed at the
gap between the object and the canal wall, usually posterosuperiorly. It will often pop out without much trouble. If this
attempt fails, the patient should be referred to an ENT surgeon.
We would like to add our voice to that of our
Ophthalmology colleagues (dare I say to provide more
ammunition) to have these dangerous toys banned by
appropriate legislation.

Ben Broens
25 Mountain View Drive
Ridgeworth
Bellville
7530

Gary Kroukamp
ENT Department
Tygerberg Hospital
1.
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