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if radiation therapy is to be the primary
treatment. If the spleen is already enlarged and
radiotherapy is to be the primary treatment,
then laparotomy may be necessary because of
the difficulties in encompassing a large spleen
safely within the radiation field. The real
question is apparent when one is considering
patients who are thought to have stage I and
II Hodgkin's disease. Ifan abdominal operation
reveals negative results, in some institutions
radiotherapy will be withheld from below the
diaphragm. Obviously in this case a serious
error would be made if laparoscopy only
is used for staging, since it is already known
that one-third of perfectly normal-appearing
spleens may contain Hodgkin's disease.
Therefore, in patients with stage I and II
disease whose liver biopsies are negative at
laparoscopy, if no further staging is to be done,
radiation therapy must be given to the lymph
nodes below the diaphragm and to the spleen.
Since one would not rely on results of a negative
splenic aspiration it need not, and should not,
be performed under these circumstances.
At this institute we prefer this approach to

the treatment of most patients with stage I
and II disease. It should be emphasised that
not only is the complication rate for routine
splenic aspiration high but a patient with stage
I and II disease who has a negative aspirate
must still either have his or her spleen irradia-
ted or removed at subsequent laparotomy. My
concern is that while routine laparoscopy is to
be encouraged as a screening procedure prior
to consideration of staging laparotomy, routine
aspiration of the spleen is too hazardous to
recommend; it should not be included as part
of the initial laparoscopy work-up.

V DEVITA

Division of Cancer Treatment,
National Cancer Institute,
Bethesda, Maryland

Medical and surgical emergencies in
divers

SIR,-The problem of serious emergencies
occurring in divers under pressure has recently
become the subject of concern and was dis-
cussed at a conference arranged by the Society
of Underwater Technology in London in
November 1975 (leading article, 6 December,
p 541). In a modern saturation diving system
it may be impossible to bring a diver back to
atmospheric pressure in less than several days
whatever the medical emergency may be.
Access to the diver may be difficult because of
the location of the decompression chamber
and because it may take many hours to com-
press a doctor or rig medical assistant to the
ambient pressure. For this reason mobile
pressure chambers in which the diver could be
transferred from a barge or rig to a shore
facility with transfer under pressure arrange-
ments, where the necessary medical attention
can be provided, have been proposed. As you
pointed out, at the present time there is no
combination of helicopter and light-weight
chamber available for this kind of transfer, and
in any case it seems likely that the need for
such an elaborate procedure would only rarely
occur.

It seems to us that it would be more profit-
able to consider what serious medical or
surgical emergencies may arise and what
measures should be taken to treat such emer-
gencies at the site of operations. For further

Emergency Treatment

Trauma
Lacerations Suturing
Fractures Splinting
Burns Dressings, transfusion
Bleeding Pressure on bleeding

point, transfusion
Ruptured spleen, liver, Transfusion

or kidney
Ruptured hollow viscus Transfusion, gastric

aspiration
Pneumothorax or Pleurocentesis,
haemopneumothorax transfusion

Ruptured urethra Suprapubic needle
drainage

Head injury Observation alone in
most cases

Medical emergencies
Haematemesis or Intravenous drip, gastric

melaena aspiration, sedation
Myocardial or Analgesia, O., drugs
pulmonary infarction

Cerebral haemorrhage Sedation, artificial
respiration

Respiratory obstruction 0.. drugs, tracheotomy
Pulmonary or meningeal Antibiotics

infections
Surgical emergencies

Acute appendicitis Fowler's position.
Antibiotics

Intestinal obstruction, Intravenous drip, gastric
perforated ulcer aspiration. Analgesics

discussion, therefore, we have listed surgical
and medical emergencies which we feel are
most likely to occur and which would demand
urgent treatment, and the treatment of which
could be applied in a pressure chamber, if
necessary by medical assistants or divers well
trained in first aid.
With few exceptions we feel that it should be

possible for a well-trained medical assistant or
diver to carry out most of these procedures
under radio telephone instruction from a
doctor, who would carry ultimate responsibility
for the treatment. In many cases these pro-
cedures would be carried out before the arrival
of a medically qualified practitioner, who
might then go into the chamber. In our view
all but a very small minority of serious emer-
gencies could be effectively dealt with by the
application of relatively simple procedures
while decompression takes place until transfer
to hospital at atmospheric pressure by heli-
copter is possible.

R I MCCALLUM
Department of Industrial Health,
University of Newcastle upon Tyne

R A F Cox
North Sea Medical Centre,
Gorleston-on-Sea
Great Yarmouth, Norfolk

Radiology and endoscopy in acute upper
gastrointestinal bleeding

SIR,-It has been suggested by Dr K F R
Schiller and his colleagues (14 February, p 393)
that we have been attacking endoscopy. This
has never been our intention, nor could it have
been when we have shown that among 61
endoscopy examinations a lesion missed by
barium meal was demonstrated in no less than
nine cases (31 January, p 270).
Dr Schiller and his colleagues pose four

questions to which they are entitled to an
answer. Firstly, the relatively small number of
cases in our series in a population of some
300 000 is because there are four hospitals
with acute medical beds serving the area. There
was no selection of cases. Secondly, as Dr W
Sircus has pointed out (28 February, p 522)
all but a few patients were admitted to the
general medical wards in this hospital and the
decision whether to send the patients for

radiology or endoscopy was made by the
physician in charge of the case. Thirdly, in the
majority of cases radiology was performed
first and the barium-meal findings were
available to the endoscopist. Fourthly, as Dr
Sircus has very rightly pointed out, the
majority of the barium meals were performed
within 48 hours of the haemorrhage and the
majority of endoscopies after 48 hours, but in
those cases where endoscopy and radiology
were both performed within the first 48 hours
there was no significant difference in the
number of positive findings.
Dr Sircus makes a perfectly valid criticism

when he states that we, as radiologists, by
comparing radiology with endoscopy have set
ourselves up as both prosecutor and jury-
although we feel "judge and jury" would be a
more appropriate term. Equally, endoscopists
who have themselves compared radiology with
endoscopy cannot escape similar criticism.
With this in mind it is of interest that in a
recent study carried out by a radiologist,
admittedly in a series containing only a small
number of cases of acute upper gastrointestinal
bleeding, Cumberland' has shown that a firm
diagnosis was made at endoscopy in only 13
of 21 cases (62%).
The 10 cases of chronic peptic ulcer in our

series which were demonstrated radiologically
but not seen at endoscopy must confirm the
supplementary nature of the two methods of
examination. Surely no one will deny that it is
for the physician in charge of the case to
decide for himself whether to send for the
radiologist or endoscopist and, as Dr W G
Scott-Harden has indicated (6 March, p 583),
in those hospitals without an endoscopy
service it can only be the radiologist.

G M FRASER
D H CUMMACK

X-ray Department,
Western Genera! Hospital,
Edinburgh

Cumberland, D C, Clinical Radiology, 1975, 26, 223.

Smoking tables for carbon monoxide

SIR,-The reasons are not clear to me why
Dr Wald and his colleagues (21 February,
p 434) object so persistently to the view that
the carbon monoxide (CO) yields of cigarettes
should be included in the Government tar and
nicotine tables. When we suggested this in
19731 Dr Wald stated that such action then
was premature because there was no direct
evidence in man implicating CO as a cause of
smoking-related disease.2 Now that the case
against CO is stronger Dr Wald and his
colleagues object on the grounds that this
"would make the tables confusing to smokers
who wished to select a less harmful brand, as
some cigarettes with high CO yields have low
tar and nicotine yields, and vice versa."

Firstly, this statement is incorrect. None of
the brands listed in the Government table's
"low tar" group have been shown to have a
high CO yield. These brands have ventilated
(perforated) filters and their CO yields are
therefore likely to be very low. Furthermore,
none of the brands in the "high tar" group
have been shown to have CO yields as low as
those of the "low tar" brands.

Secondly, Dr Wald and his colleagues base
their conclusion on findings reported in their
paper and also presented elsewhere a month
before3 4which suggest that the CO yields of
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