
both incidences and prevalences have increased
continuously.' Thus, while fewer are dying from the disease,
more would appear to be developing it. Seemingly, despite
all our measures for prevention and avoidance, the disease,
at least in the USA, is more common than ever.

Seedat et al. provide interesting information on the
principal risk factors - an elevated cholesterol level,
smoking and hypertension. It is insufficiently appreciated
that all known risk factors explain only a proportion of the
variance in the occurrence of the disease. According to
Leeder and Gliksman,' the proportion is 50%.5 But recent
studies by Wald et al. 6 in the UK show that the proportion is
only 28 - 42%. Such incompleteness of knowledge is of
course very depressing, yet in other fields it is worse; for
example sugar, universally blamed, explains only 5% of the
variance in dental caries,' the commonest disease
throughout the world. However, despite incompleteness of
knowledge, encouragement to the public to avoid all known
CHD risk factors should continue unabated.

A further question - with falling mortality from CHD, how
is the total mortality picture affected? In the USA an increase
in cancer mortality is considered highly likely.' But what
about a population like Mormon priests and their wives, who
have exceptionally low standard mortality ratios for both
cardiovascular disease and cancer" - what do they
ultimately die from? The Arcadia of disease avoidance and
of long-term disease-free years was envisaged by Wynder
and Kristein9 when they wrote: 'Nature did not intend us to
grow old and ill; we were designed to die young, of old age!'
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Blacklisting patients

To the Editor: Esterhuizen' comments that the Board of
Trustees hopelessly misrepresents the majority of
practitioners in South Africa by rejecting the notion of
blacklisting of patients for non-payment of bills. For the sake
of the good name of South African medicine, I sincerely
hope he is wrong. My personal feeling is that the Board of
Trustees has made the right decision, but possibly for the

wrong reason, in that they rejected the notion on practical,
. legal grounds rather than on what was morally correct.
However infuriating it may be when patients do not pay their
accounts, there is no excuse for instituting such a distasteful
instrument as a blacklist, which would do no good at all to
the public image of the profession.

Better by far to tighten up the conditions under which
credit is extended to patients by first checking their credit­
worthiness by reference to a credit control agency, whiCh is
what practically every other business does. The medical
profession must be one of the only ones whose members
cheerfully send out accounts to patients with practically no
knowledge at all of their previous financial track record, and
then feel injured when the money is not forthcoming. As in
the practice of medicine itself, surely prevention is better
than attempted cure?
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Emeritus Editor, SAMJ
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At the Board of Trustees meeting where this matter was
considered, I expressed the tongue-in-cheek view that, in
deference to the new order, the practice should rather be
called 'whitelisting'. - Editor

Erratum

In the 'Opinion' entitled 'Pressure immobilisation for
snakebite in southern Africa remains speculative' by R. S. M.
Blaylock, which appeared on pp. 826 - 827 of the SAMJ of
December 1994, the meaning of two sentences was altered
by printer's and editorial errors. In the last sentence of the
first paragraph of the left-hand column on p. 827 the word
'than' was inadvertently omitted. The sentence should have
read: 'This early and peak illness was reached no more·
slowly than in 4 of 5 other cases of green mamba bites
where PI was not used'. In the last sentence of the same
column, the words 'the case of Egyptian cobra bite' were
changed to 'cases of Egyptian cobra bite'. Dr Blaylock was
in fact comparing the single reported case in which pressure
immobilisation had been used after Egyptian cobra bite with
other cases in which it had not.
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