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Personal view was one sided and
unhelpful

Editor—I have lived and worked as a doctor
in Israel. I have little sympathy for the
government of Ariel Sharon, and I have had
the privilege of meeting Yitzhak Rabin, as
well as many other Israelis who were and are
committed to peace. But I am dismayed by
Summerfield’s comments and appalled by
the BMJ’s decision to publish them.1

The BMJ and Summerfield have to ask
themselves two questions.

Firstly, is Summerfield’s article a fair
portrayal of Israel’s approach to the health
of Palestinians? In my view it is not. When I
worked in Israel we gave world class health
care to Palestinian children from Gaza, in an
atmosphere of respect and of cultural sensi-
tivity. That continues to this day. By not
mentioning Israel’s positive contribution to
health of Palestinians, Summerfield distorts
the truth, with the connivance of the BMJ.

Secondly, is the Israeli government so
bad that it deserves to be singled out for
special mention in this way? I think not.
Where are the articles dealing with geno-
cide in Africa, the Middle East, and parts of
Asia? Where are the criticisms of doctors
who carry out judicial amputations? And
where is the balance? Summerfield recites
the death toll. But if you were to draw up a
league table of which regimes had killed the
most Arabs, Israel would be a long way
down the list.

Lastly Summerfield conveniently takes
an ahistorical approach. In 1948 the UN
created the state of Israel. Within hours this
was rejected by several Arab nations, who
then went to war with Israel, with the stated
aim of driving the Jews into the sea.
Unfortunately, several of those states retain
that ambition.

I would not pretend to know how to
solve the problems of the Middle East. But I
am very confident that the process of

achieving peace is not helped by blaming
only the Jews.
Mark Berelowitz consultant child and adolescent
psychiatrist
Royal Free Hampstead NHS Trust, London
NW3 2QG
m.berelowitz@btinternet.com
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Only way forward is to open up a
dialogue

Editor—The personal view by Summerfield
is a political diatribe that deserves no place
in the BMJ or any other medical journal
purporting to present facts, not fiction.1

Summerfield queries the right of Yoram
Blachar, chairman of the Israel Medical
Organisation, to be chair of the World Medi-
cal Association. He omits to mention that
Blachar regularly challenges Israel’s defence
force on access to medical care.2 I would be
more than happy to see similar protests from
senior Palestinian doctors about the misuse
of medical facilities by terrorists.

If we’re talking about appropriateness
and bias, simply look at the stark contrast
between the UN’s record on condemnation
of Israel (regular, supported by all Arab and
Muslim states, regardless of any inappropri-
ateness or unfairness) and its rank failure to
condemn gross injustices, abuses of human
rights, state sanctioned murders and torture
in various Arab and Muslim states because
such proposals are regularly vetoed as
offensive to all Muslim countries. The Secu-
rity Council lost all credibility when it
handed its presidency, for however short a
time, to Syria, a country that openly
supports terrorist organisations and suicide
bombers. For an outstanding critique of the
continued bias and institutional
antisemitism of the UN, see Anne Bayefsky’s
speech to the UN.3

Israel is not blameless, but its people and
government constantly question and debate
all its flaws in a public and democratic man-
ner. Only when such debate and govern-
ment self reflection start to become routine
and allowed among the Palestinians or in
neighbouring Arab states will there be a
chance for dialogue and progress. While
dissent is stifled, democracy non-existent,
and self reflection absent, peace is unlikely,
and Israel will continue to need to defend
itself most rigorously.

The only way forward is to open up a
dialogue, to recognise each other’s right to
self determination and peaceful coexistence.
We need to recognise and respect our simi-
lar hopes and aspirations—to see each other
as individuals and not as “the enemy.”
Biased, ignorant, misleading articles such as
that by Summerfield seek only to perpetuate
the conflict and fan the flames of blinkered
hatred. Shame on the BMJ for publishing
such a piece.
Liz Lightstone senior lecturer in nephrology
Imperial College London, Hammersmith Hospital,
London
l.lightstone@imperial.ac.uk
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“But about who’s suffering worse—there’s
no argument”

Editor—Few, including those responding
on bmj.com, seem to dispute the mortality
and morbidity statistics presented by Sum-
merfield.1 Many respondents, however, dis-
pute how his data should be interpreted.

To my mind, the most eloquent and pre-
cise interpretation of the Palestinian disaster
was written by Derfner, a Zionist and Jerusa-
lem Post feature writer. In March 2004, he
wrote: “We can argue with the Palestinians
about who’s to blame; but about who’s
suffering worse—there’s no argument. They
are a destitute nation living in an elaborate
prison under the guns of the Israeli army.
We are a bourgeois, well-travelled nation
that spoils its kids and, while being
vulnerable to violent death by terror, is most
vulnerable to violent death by traffic
accident.”2

The elegance of Derfner’s summation is
that it reconciles Summerfield’s statistics and
the views of his antagonists. The subtext of
Derfner’s summary is clear. He is asking the
question: “Israeli people, forget the rightsLA
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and wrongs. Can we, a rich nation exposed
to greater threats to our health and welfare
than occasional Palestinian violence—justify
the daily, hi-tech turkey shoot, and ultimately
genocide of the Palestinian people?”
A M Rouse consultant
Heart of Birmingham Primary Care Trust,
Birmingham B16 0PA
andrew.rouse@hobtpct.nhs.uk

Competing interests: None declared.
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Post 2004 March 4:13.

More heat than light in this debate

Editor—Any mention of the Israeli-
Palestinian conflict generates much heated
debate.1 But facts are often absent.

There is much agreement. A majority in
both nations agree that Gaza and much of
the West Bank are not part of Israel. A
minority in Israel claim that much of these
territories are part of Israel, but this
minority would not extend rights of Israeli
citizenship to their 3.8 million non-Jewish
inhabitants.

Some correspondents refer to “equi-
poise,” but this is misleading. The two coun-
tries do not have equal levels of military
strength or wealth. Both do not have equal
advantages of functioning economies,
democratic institutions, elections, free press,
or international support from the world’s
superpower.

Essentially, one side is a quasi-European
country with European-style institutions.
The other side is a failed third world state
with a level of development among the low-
est in the world. Gross domestic product per
head in Israel is $19 700 (2003), in the West
Bank $800 (2002), and in Gaza $600
(2003).2 In 2004 Israel received $2160m in
US military aid and $580 million from
USAID. In 2003 Palestine received $75m in
aid from the United States and a total of
$1000m in aid from non-US sources (Euro-
pean Union and the Arab world).3

Neither are the victims of conflict
equally distributed. According to the Israeli
Information Center for Human Rights in
the Occupied Territories (www.btselem.
org/), since September 2000 there have
been 3722 deaths, 75% of them Palestinians
and 25% Israelis; 604 children have
been killed (500 Palestinian and 104
Israeli). Altogether 6709 Israelis and 27 998
Palestinians were injured in the same
period.4 5

Perhaps the only other facts of relevance
are demographic. Israel’s current Jewish
population is 5.2 million and is predicted to
grow at less than 1% per year. Israel’s
non-Jewish population is 1.3 million and is
predicted to grow at over 2% per year. The
Palestinian population is 3.8 million, pre-
dicted to grow at 3.8% per year
(www.prb.org/). In the end, demographic
and other forces will oblige some kind of
reconciliation between the comparatively
well ordered Israeli state and the chaotic

exploding population within and outside its
borders.
Tom Marshall senior lecturer
University of Birmingham, Birmingham B15 2TT
T.P.Marshall@bham.ac.uk
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Summerfield’s outrage is misplaced

Editor—Summerfield’s jump from psychia-
trist to attorney, judge, and jury is a classic
example of the inappropriate use of science
and medicine to promote specific political
views.1 Any reasonable and objective
observer of the longstanding conflict
between Arabs and Jews understands that
the situation is not as prejudicially simple as
Summerfield would have us believe.

His outrageous statement that Israeli
soldiers are “Clearly . . . routinely authorised
to shoot to kill children . . . ” is particularly
egregious, baseless and something that has
no place in a journal where science and evi-
dence is valued. What is in fact routine is the
care that Palestinians continue to receive,
even today after years of conflict, in Israeli
hospitals and from Israeli physicians. Unlike
Israeli civilians, who dare not set foot in
Palestinian villages for fear of being attacked
and killed, Palestinian Arabs receive care in
Israel that they could not receive in any
neighbouring Arab country. In the last few
months alone nearly 200 Palestinian
children who were referred under a joint
Israeli-Palestinian programme to treat
children with serious medical conditions
have already undergone major surgery at
Israeli hospitals at no cost to the families.
Another 350-400 Palestinian children have
undergone free diagnostic testing.

It is true that Palestinians have been
forced into dreadful conditions because of
the continuous policies of their own
leadership, but Summerfield would do well
to consider how Palestinian actions, rather
than Israeli reactions, play a role in this
continuing tragedy.
Irwin J Mansdorf member
Task Force on Medical and Public Health Issues,
Scholars for Peace in the Middle East, New York
and Raanana, Israel
ijm321@hotmail.com
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Personal view from Israel

Editor—As a doctor who has worked in
Israel for 10 years, I am astounded that
such one sided political views as those of
Summerfield could be printed in such a

distinguished medical journal.1 I have spent
the past five years working in Ramla—a mixed
Arab and Jewish town with a patient list of
over 30% Arabs. I have never heard a single
complaint from any of my patients that they
have been discriminated against in any way
by the Israeli medical system because of their
colour, religion, or background.

Previously while working in hospitals in
Jerusalem, I saw how Arab and Jew are
treated side by side, with first class medical
services, and no distinctions made between
them. Routinely patients from the PA that
needed more advanced care than the Pales-
tinian Authority hospitals could give were
transferred and treated in Israeli hospitals.

Until I read of the Israeli Medical
Association’s apparent discrimination in
Summerfield’s article I didn’t realise quite
how I have come to take for granted the way
that fair and equal treatment of Arab and
Jewish Israelis is a given, which no one in
Israel even thinks twice about, so I suppose I
must thank Summerfield.

I am also a reservist doctor in the Israeli
Defence Forces (IDF). I am afraid rather than
being “authorised to shoot to kill children”
the orders I have received have been more
about the sanctity of human life and the need
to preserve it even if it is sometimes at the
price of endangering soldiers—something
many other armies could learn from.

I could move on from a personal view to
a more political one, but I don’t believe that
the BMJ is the right forum.
Alexander J Lustman family practitioner
Ben Gurion Health Clinic, Ramla, Israel
lustmana@bezeqint.net

Competing interests: None declared.
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Summary of responses

Editor—As Britain’s daily papers reported
Israel’s historic vote on withdrawing from
the occupied territories, the debate about
Summerfield’s personal view raged on.1–3 By
27 October well in excess of 400 responses
had been posted on bmj.com, including two
from Summerfield providing the detailed
sources for his personal view.

The debate started mainly with opposing
views, moving on to mainly views in favour
and then more of a mixture. Those who were
opposed to the article were vehemently so:
dangerous diatribe, venomous, and slander-
ous were just some of the descriptions used.
Many of those who may not necessarily have
refuted the sentiments expressed in the
article objected to what they perceived as the
politicisation of a medical and scientific jour-
nal, or as the BMJ simply being out of its
depth. They raised the issues of editorial con-
trol and possibly flawed editorial judgment.
Some even called for the editor to resign—
while others congratulated the editorship on
a particularly brave and necessary decision in
publishing the article.

Correspondents heatedly and in great
detail listed the perceived inaccuracies, omis-
sions, imbalances, and even lies; this consti-
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tuted most of the correspondence. Others
refuted the comparisons that were drawn
with other historical and current political
conflicts.Another common theme was the re-
lating of personal experience of many Israe-
lis and people who have worked in Israel.

Several correspondents suspected the
BMJ of having published the piece to gain
hits on the website, insisting it was a poorer
journal for having done so. Others also
commented that doctors do not have a
unique insight into the problem. Still more
correspondents pointed out that Summer-
field had published his point of view in the
BMJ on several previous occasions, so there
was really nothing new or terribly unex-
pected about this piece.

Those in favour of the piece were equally
strong in their opinions and their language as
those against. The debate in many ways
mirrored exactly the political situation and
conflict under discussion—a seemingly irrec-
oncilable conflict, at great cost to both parties.
Birte Twisselmann technical editor
BMJ

Competing interests: None declared.
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Medical education should
includehumanrightscomponent
Editor—Two important issues emerge from
the article by Forrest and Barrett on
humanitarian medicine.1

Firstly, the use of the terms “moderate
physical pressure” or “torture lite” risks
euphemising torture into acceptability. In
1976 the European Commission on Human
Rights held that certain techniques used by
the British security forces in Northern
Ireland constituted torture.2 These included
forcing detainees to remain for some hours
in a “stress position” and subjecting the
detainee to continuous noise. The United
Kingdom undertook not to use the tech-
niques again. Doctors can see from this that
the standards of international law regarding
the prohibition of torture have been upheld
even during a public emergency. The prohi-
bition on states using torture is absolute,
non-derogable, and unqualified.

Secondly, the international human right
to the highest attainable standard of health
is a measure which, by placing the patient’s
health as a doctor’s prime concern, provides
a legal justification to resist coercion to
discriminate against individual patients,
much less be complicit in torture.3 The right
to health is part of human rights law.
Although states are ultimately accountable,
health professionals have responsibilities
regarding the realisation of the right to
health.

Doctors should call governments to
account for policies or practices that lead to

torture, including those situations where
medical staff are employed; but they need to
do something further. They must demand
that medical education include a human
rights component. Unlike ethics, human
rights codify universally accepted standards
that are enforceable by law. Tomorrow’s doc-
tors deserve to be taught this.
Helen Bygrave general practitioner
Abbots Langley, Hertfordshire WD5 0BE
member@helenbygrave.wanadoo.co.uk

Competing interests: None declared.
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Recent developments in Bell’s
palsy

Does a more recent single research paper
trump a systematic review?

Editor—I am a jobbing general practi-
tioner, and the paper by Holland and
Weiner on Bell’s palsy left me confused.1 To
treat somebody is a hard decision—not to
treat somebody, even harder.

In 2002 the BMJ published an article
about recent advances in neurology that pro-
posed that there might be a case for
prednisolone but none so far for antiviral
agents.2 This was based on systematic reviews.

This article quotes from just two more
recent papers (Axelsson et al and Murakami
et al3 4) and says that now the evidence base
is clearly in favour of using antivirals. Given
that further randomised controlled trials are
in the pipeline, the authors’ full support of
antiviral use is more opinion than evidence,
is it not?

Does a single more recent research
paper trump a previous systematic review?

I was also concerned by the statement in
the blue box at the start of the paper that
claimed under recent developments that
treatment of partial Bell’s palsy is controver-
sial: a few patients don’t recover if left
untreated. Is it not also true that a few
patients don’t recover even if treated?

In addition, I thought the article
muddled and unhelpful. Should patients be
admitted? What do the authors mean by
psychological support?

Every year or so when I see a case of
Bell’s palsy I phone my local teaching hospi-
tal and ask the neurology registrar what the
latest news is. The only thing I learnt from
this article is perhaps I also ought to ask the
registrar in ear, nose, and throat medicine
too: perhaps we could have a live debate?
James A Cave general practitioner
Newbury RG20 8UY
ectopicmailbox-collector1@yahoo.co.uk

Competing interests: None declared.
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Who should provide the care?

Editor—In the United Kingdom, Bell’s
palsy is mostly managed in primary care.1 In
Holland and Weiner’s thorough and helpful
account of its management the authors rec-
ommend that patients should be referred to
a specialist as soon as possible.2 It would be
interesting to know more about their think-
ing: this would represent a change in
practice for many general practitioners who
routinely provide comprehensive and evi-
dence based assessment and care for
patients with new onset Bell’s palsy, referring
to specialists when specialist input is needed.

Holland and Weiner are apparently both
otolaryngologists, so well qualified to advise
on the management of Bell’s palsy. I wonder
whether their review would have been much
altered had a general practitioner been
included in its authorship.
Adam Sandell general practitioner
Adelaide Medical Centre, Newcastle upon Tyne
NE4 8BE
adam.sandell@nhs.net

Competing interests: None declared.
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Trial for Bell’s palsy is in progress in
Scotland

Editor—Holland and Weiner’s clinical
review (albeit a traditional non-systematic,
opinion based one) on the important topic
of Bell’s palsy is welcome,1 but we are
concerned that their conclusions about
treatment are simply not supported by
current evidence.

The most recent Cochrane reviews show
that no treatment has yet been shown to be
more effective than placebo.2 3 The recent
studies cited have not yet been included in
the systematic reviews but since they are
non-randomised, statements that combina-
tion therapy is beneficial are not secure.4

Since these treatments are neither inexpen-
sive nor harmless, the issue is important for
clinicians, patients, and the health service.

The review by the American Academy of
Neurology cited by Holland and Weiner
concluded that well designed studies of the
effectiveness of treatments for Bell’s palsy
are still needed. Published trials are mainly
hospital based and involve small numbers.5

We are running a trial that avoids these pit-
falls and will hopefully provide an answer.

The Bell’s trial (ISRCTN 71548196) is a
randomised multicentre factorial trial of the
early administration of steroids or antivirals
for Bell’s palsy. To our knowledge, it is the
largest trial ever planned for Bell’s palsy. We
will randomise 720 patients over the next 18
months (www.dundee.ac.uk/bells).
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We have been able to mount this trial
because of the greatly improved research
infrastructure in UK general practice in
recent years. The Scottish School of Primary
Care (www.show.scot.nhs.uk/sspc/) has
developed a register of Scottish practices
and professionals interested in research,
which is working with others such as NHS24
to identify and refer patients early. Provided
that Scottish general practitioners and
accident and emergency doctors ignore
Holland and Weiner’s recommendations on
treatment, we believe this trial will provide
the evidence for treatment of Bell’s palsy
that is currently lacking.
Frank Sullivan principal
investigator
f.m.sullivan@dundee.ac.uk

Fergus Daly trial coordinator
Community Health Sciences,
University of Dundee, Dundee

Iain Swan senior lecturer in
otolaryngology
University of Glasgow, Glasgow

Additional authors are: Jill Mor-
rison, professor, Department of
General Practice, University of
Glasgow; Peter Donnan, senior
lecturer in medical statistics,
Community Health Sciences,
University of Dundee; Richard
Davenport, neurologist, Lothian
University Hospitals Trust; Brian McKinstry,
Chief Scientist Office clinician scientist, Lothian;
Jan Clarkson, senior lecturer, Dental Health
Services Research Unit, Community Health Sci-
ences, University of Dundee; Luke Vale, senior
research fellow, Health Economics Research
Unit, University of Aberdeen; Lucy McCloughan,
capacity and capability manager, Scottish School
of Primary Care.
Competing interests: The authors are engaged in
a randomised controlled trial in Bell’s palsy that
may be adversely affected by uncritical accept-
ance of Holland and Weiner’s publication.
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Authors’ response

Editor—Most patients with Bell’s palsy
clearly do well with or without treatment.
Outside certain patient subgroups, identify-
ing who will fare well and who won’t
remains impossible. Therefore if treatment
is to be given, all who are eligible for
treatment must be treated for the benefit of
the few. Although systematic reviews do not
show statistically significant benefits, they
are at least suggestive of benefit. The
differences are small but for a disorder with
much disability and cosmetic blight associ-
ated with it, the difference between treat-
ment and non-treatment may be clinically
very significant.

Our remit was to provide a summary of
the current evidence, define from it, with a
degree of pragmatism, what advice to give,
and to inform discussions with patients. The
uncertainties in the current evidence base,
and possible solutions to it are clearly
discussed in the paper. We allowed for these
uncertainties, providing “support” (level B
or C advice) rather than “recommenda-
tions” (level A advice), all that is possible
given the current level of evidence. Our
advice is compatible with the current
evidence given the uncertainties within it.
We are also certain that further studies are

indicated because of those
uncertainties, including pla-
cebo controlled studies such
as the Scottish one.

We accept that there is
no evidence that referral will
lead to better outcomes but
suggest that any patient is
best cared for by a practi-
tioner with an interest, who
may treat, investigate, or refer
onward for further manage-
ment as appropriate. The
fact that a sizable proportion
of patients have an alterna-
tive diagnosis justifies this
approach. As the facial nerve

is a cornerstone in otological practice we
feel well placed to manage facial palsy, and
are pleased to see that this is the starting
point for the Scottish study.
Graeme M Weiner consultant
Graeme.Weiner@rdehc-tr.swest.nhs.uk

N Julian Holland specialist registrar
Department of Otolaryngology, Royal Devon and
Exeter NHS Foundation Trust, Exeter EX2 5DW
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Summary of responses

Editor—Holland and Weiner’s clinical
review on recent developments in Bell’s
palsy prompted 24 responses, 10 of them
critical of the views on treatment.1 The
authors were wrong to recommend early
treatment with steroids or antiviral agents,
or both, because the supporting evidence
they offered was inconclusive and flawed;
they ignored the best evidence (two system-
atic reviews) and selected other trials to
support their own opinion; neither treat-
ment is harmless, and antiviral agents
are expensive; and they glossed other
potentially useful treatments.

A physiotherapist thought the review a
bit light on facial retraining for people with
residual paralysis, and a surgeon from
Seattle wanted more on the potential
benefits of decompression surgery. A patient
said that speech therapy had been the only
useful treatment, while other responses
emphasised that most patients get better
without any treatment at all.

Criticism of Holland and Weiners’ use
and misuse of evidence led to more general
criticism of the BMJ for allowing them the
space to do it in public. The BMJ, they felt,
should be more rigorous and “evidence
based.” Just to emphasise the point, one

response reports an obvious inconsistency
between Clinical Evidence—the BMJ Publish-
ing Group’s most systematic and evidence
based publication—which says that steroids
are an unproved treatment for Bell’s palsy,
and Holland and Weiners’ article—a mostly
unsystematic review also published by the
BMJ Publishing Group—which says that
steroids might work and you should
prescribe them as soon as possible to most
patients.

So which wing of the BMJ should
readers believe? A large new clinical trial is
under way that will hopefully provide the
answers.

Holland and Weiner recommend early
referral to a specialist as well as early
treatment with steroids. Three general practi-
tioners from the United Kingdom disagree.
“Prompt treatment, support, and follow up
can all be effectively delivered in general
practice with the option to refer patients who
fail to improve or have poor prognostic indi-
cators,” says the first. “In an NHS where
resources are so scarce, advice to refer
patients who will not benefit from outpatient
attendance is wasteful of resources.”

Nine responses touch on the causes of
facial palsy. A paediatrician writes that high
blood pressure could be responsible for up
to 17% of cases in children. There may also
be a link between Bell’s palsy and high blood
pressure in pregnant women, says another
respondent, citing a study showing that
about a fifth of pregnant women who
present with Bell’s palsy develop pre-
eclampsia. A third respondent describes the
case of a young man who had three episodes
of Bell’s palsy before someone thought to
look for, and found, coeliac disease. A gluten
free diet has so far prevented any further
neurological problems.

Infectious aetiologies seem more con-
troversial. Lyme disease may be an estab-
lished cause of facial palsy, but who should
you test for Lyme disease and how? One
respondent says the serological testing
advocated by Holland and Weiner is unreli-
able. And a community paediatrician from
Sweden suggests lumbar puncture to look
for pleocytosis before risking treatment with
corticosteroids.

Finally, two patients give insight on the
impact of Bell’s palsy on their social and
working lives. “As chairman and MD of a
software development company the facial
deformity and the apparently drunken
speech were not only embarrassing but
made work virtually impossible by making
sensible communication difficult,” writes
one. “The comparative rarity of the condi-
tion (20/100 000) in the UK and conse-
quent public lack of awareness helped to
reinforce the negative view of the facially
distorted slurring stranger.”
Alison Tonks freelance medical editor
Altrincham, Cheshire WA15 9AY
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