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SIR,-We have noted with interest the findings
of Dr G M Fraser and his colleagues (31
January, p 270) showing that the overall
diagnostic rate in the 112 patients in their
series was only 71 00'. A much higher diagnostic
rate has been achieved in patients with upper
gastrointestinal haemorrhage admitted to
other units, and in a recent series we reported
a rate of 91° using both methods of examina-
tion in each of 138 patients.' Similarly, we
would like to point out that in most other
published series a much higher diagnostic
rate has been achieved by early endoscopy
than the 570° found in Edinburgh. In two
recent series from the USA2 3 the source of
bleeding was identified on endoscopy in 92°,
and 97(" of cases respectively and in our
series we achieved a rate of 86°,. The diag-
nostic rate with radiology from Edinburgh
(61 0) is in better agreement with other pub-
lished work; in our series the rate was 51"0
but increased to 65 0 O after review of the
emergency barium films.
There is no mention by Dr Fraser and his

colleagues of the time interval between the
admission of patients and the investigations or
whether the 112 patients were admitted consecu-
tively. We and others4 5 have pointed out that it is
imperative that investigations should be performed
within 24 hours of patients being admitted, and
most of our patients were examined by both
methods within 12 hours. A delay may involve the
missing of superficial lesions such as Mallory-
Weiss tears, which account for 10-13°,o 5 of all
cases but did not feature as a diagnosis in the
Edinburgh series. There is also no mention in their
article of who did the endoscopic examinations. It
would be interesting to know how experienced or
interested these investigators were and why only
72 out of the 112 patients underwent endoscopy
at all. We have pointed out that relatively junior,
but admittedly highly motivated, endoscopists can
achieve an extremely high diagnostic rate with
great safety and surprising ease in the majority of
patients with upper gastrointestinal haemorrhage
so long as the investigation is performed within
12-24 hours of admission. In 150 patients, ad-
mitted consecutively to one hlospital during a two-
year period, there were only four failed endoscopic
examinations.'

In their letter in 1974 (15 June, p 609) Dr
Fraser and his colleagues called for further
controlled trials to establish the relative merits
of radiology and endoscopy in the diagnosis
of the source of bleeding in patients with upper
gastrointestinal haemorrhage. Until they
undertake a study similar to ours, when all
patients admitted are subjected to both
examinations within 12-24 hours of admission,
they will not be able to elucidate the problem
further. We believe that our final conclusion
still applies: the two methods of investigation
are complementary, but if a choice must
lie between them then endoscopy should take
precedence.
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Cancer statistics

SIR,-Dr R F Mould in his brief article (10
January, p 86) omits to mention two irnportant
functions of cancer registers. These are (1) the

measurement and detection of trends in
incidence and (2) the identification of the
occurrence of cancer in groups of persons
exposed to special risks. Both these require
accurate ascertainment of as high a proportion
of new cases as possible, but no clinical details
apart from site and histology are needed.
Fortunately, thanks to the painstaking work
of the staff of registries, high-quality material
is available in several regions and has already
proved invaluable.'

While in a perfect world it might be interest-
ing to have large quantities of cancer morbidity
data classified according to stage of disease
and treatment, in practical terms the problems
of comparability and completeness of records
are so great in relation to such parameters
that the useful yield would be small. Advances
in treatment are more likely to be identified
by the execution of carefully designed and
controlled trials than by the use of routinely
collected cancer register data.
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Hospitals for the developing world

SIR,-The recent announcement that the
Social Services Secretary has made arrange-
ments for the "export" of British doctors to
Persian Gulf countries again emphasises the
concern expressed in your leading article
(8 November, p 309).

It may be unwise to comment on this deci-
sion without being acquainted with all the
facts, but it appears that this was made without
a great deal of discussion with the health
professions. The question is a good deal more
complicated than simply creaming off a small
number of specialists from our own strained
services. In the first place why is this service
being offered only to the Persian Gulf coun-
tries ? The needs for the development of
health services are far greater in many other
countries with which Britain has close ties.
Some may even be in a position to offer a
reasonable fee for services rendered.
A much more important question is why

is the offer being made particularly for help
in designing and equipping hospitals? It is
now becoming increasingly accepted that the
real answers to the improvement of the health
of people in developing countries are improve-
ments in the standard of living and the pro-
vision of simple rural health services. Large
and prestigious hospitals are simply further
monuments to the failure to provide for these
needs. They provide a relatively sophisticated
service for a small number of privileged people.
Rather than encouraging the development of
hospitals Britain should be taking a lead in
providing for the overall development of the
health services in these countries. Fortunately
a number of agencies from Britain are already
working in liaison with international agencies
and the countries themselves towards these
ends.
On the question of service abroad by

British doctors it is a pity that the majority
go for only a short period at a time when they
are still young and inexperienced. All de-
veloping countries need doctors-a few
clinicians but many "generalists" with a

community health orientation. Unfortunately
the specialist career system in Britain seldom
encourages service abroad unless closely
attached to a secondment scheme. Family
responsibilities, lack of security, poor living
conditions, and loss of seniority and pension
rights are all deterrents to service abroad.
There is still a good case for the setting up of a
system of regular secondment or rotation
abroad. But credit should be given for this and
career opportunities, if anything, enhanced.
There is, incidentally, in many countries
an even greater need for nurses and other
medical staff, especially for those capable of
teaching.

Finally, by all means let us train medical
staff from the Middle East in Britain. But if
we do this let us charge a full economic rate
(that is, C20 000 per annum for a doctor).
Let us make sure that they get the real
community orientation that will allow them
to be of most beneficial service to their
countries. For those who genuinely cannot
afford the economic fees, then subsidising an
education is a far better form of aid than
building hospitals.

If we are to sell our medical expertise
abroad let this be for the creation of health
and not for the perpetuation of sickness that
our own service so regrettably encourages.

J G AVERY

Hurstpierpoint, Sussex

Long-term postinfarction treatment with
practolol

SIR,-We note with interest the comments by
Drs J A Vedin and C E Wilhelmsson (6
December, p 579) on our findings of a reduc-
tion in mortality in postinfarction patients
treated with practolol (27 September, p 735).
We accept that our 3038 patients were a

selected population not fully "representative
of the general population of infarct patients."
This is an inevitable consequence of using
3-adrenoceptor blocking agents, for we had

to pay due regard to the risks that would be
inherent in using practolol for patients with
uncompensated heart failure, conduction dis-
orders, and asthma. We believe that our results
are entirely relevant to the great majority of
patients for whom 5-adrenoceptor antagonists
are not contraindicated in the convalescent
stage after infarction.
The Swedish workers note that 390% of

patients who died did so after withdrawal from
the trial and question our definition of end
points. The criteria for reinfarction were as
defined for infarction at entry. Because thera-
peutic activity was expected to have worn off
deaths occurring later than 24 hours after the
onset of a new event were counted as deaths
after withdrawal unless medication had been
continued, which was unusual. These con-
ditions were laid down in the original protocol
for the trial. Any other design would have
seriously distorted the results. It is of impor-
tance to note that no excess of deaths occurred
in the withdrawn patients who had been
taking the active drug.
Some criticism was implied of our retro-

spective analysis of the data to investigate the
possibility that some subgroups gained more
than others from treatment with practolol.
Surely in a trial of this size which demonstrated
a striking overall reduction in mortality the
use of discriminant analysis was not only
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