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gation and have emphasized matters often
forgotten-such as that a lesion identified
is not necessarily a lesion bleeding. However,
we should like to make three points which
we believe require further debate.

First, the 96% of successful visual diag-
noses when the final diagnosis lay in the
endoscopy area is slightly misleading, for in
this series, as in others, 15% of the patients
were discharged without any diagnosis
having been established. The success rate
should in our view be judged against this so
that comparisons with other strategies can
be made. When we began to use endoscopy
as part of a systematized approach to upper
gastrointestinal bleeding we had hoped that
the "discharged without a diagnosis" rate
would fall as a result of the identification of
more patients bleeding from superficial
lesions in the oesophagus and stomach. How-
ever, in our admittedly small series of 68
consecutive patients admitted to a combined
medico-surgical service this has not been the
case, though we have seen a shift in diag-
nostic pattern towards these lesions as the
cause of the bleeding.

Secondly, because the patients of Dr.
Cotton and his colleagues are a referral
series and in spite of their failure to find
other patients alive or dead in the hospital
records we are doubtful if others will succeed
in producing the same low mortality figures.
Alternatively, the patients studied represent
a selection reaching a London teaching
hospital group and the application of the con-
clusions elsewhere may not 'be straight-
forward. Certainly our own results in Mel-
bourne, where selection of admission was
biased towards an elderly population of poor
means, have been far less good for in spite
of early identification and energetic treatment
of the bleeding point six of our 68 patients
died, only one fromn a preventable surgical
error.

Thirdly, we are concerned that the authors
seem to feel that endoscopy and radiology
are necessarily in conflict and that one or
other must be seen to emerge as better. Our
experience with selective investigation does
not confirn this, nor does it suggest that
clinical histories as determinants of an in-
vestiLative sequence are valueless. The best
results-and by this we mean not only in
mortality but in economy of time and num-
ber of investigations required to reach a
dagnostic decision-are achieved by co-
oneration 'between clinician, endoscopist (if
he is a separate percon), and rad;oloist. We
should not like to see this diagnostic team
broken up by arguments over the best first
buy for the most patients.

Lastly, may we be permitted to chide Dr.
Cotton gently for discounting the value of
clinical statistics in determining what to do
next in a paper which, to the best of our
reckoning, contains a perrentage about
patients or their investigations once every
five and a half lines through 360 lines of
text.-We are, etc.,

H. A. F. DUDLEY
D. B. ST. JOHN
N. D. YEOMANS

departments of Surgery and Medicine,
,..onash Medical School and Alfred Hospital,
Prahran, Victoria, Australia

Hazards of Laparoscopy

SIR,-I would like to draw attention to a
further hazard of laparoscopy. In the course

of a recent laparoscopic tubal diathermy op.
eration I had an unusual accident involving
the Palmer's diathermy forceps. While taking
a grip of the right Fallopian tube and iso-
lating it from bowel I saw the terminal claw
of the forceps detach from the rest of the
instrument. After failing to remove the de-
tached part with a second pair of forceps I
was forced to proceed to a laparotomy in
order to remove the detached part, to in-
spect the bowels and omentum for damage,
and to complete the oepration.
On subsequent examination the cause of

the detachment was found to be a break of
the soldered joint, which was easily repaired
with silver solder. The instrument has since
given no further trouble. I would thus
suggest that a full check of all the joints of
the laparoscope be made prior to operation
as otherwise a laparotomy for "metal fatigue"
may result.-I am, etc.,

M. McD. USHERwOOD

Obstetrical and Gynaecological Uuit,
The London Hospital Medical College
London, E.C.1.

SIR,-We wish to report a case of severe
retroperitoneal haematoma complicating
laproscopy.
A 29-year-old para 4+0 was admitted four

months after delivery for laparoscopic sterilization,
which was performed under general anaesthesia.
The Verres needle was inserted just below the
umbilicus at the second attempt and 31. of carbon
dioxide introduced. The laparoscope itself was
inserted at the same site and diathermy and division
of the Fallopian tubes performed.
When the laparoscope was about to be removed

a large retroperitoneal haematoma was noted over
the bodies of the lower four lumber vertebrae and
estimated to contain 1,500 ml of blood. An immedi-
ate laparotomy showed a small puncture mark in
the peritoneum ofthe posterior abdominal wall over
the haematoma. But there was no further increase
in the size of the haematoma and the abdomen was
closed. The patient had a five-pint blood transfusion
and made a good postoperative recovery.
We now consider that the safest site for

introduction of the Verres needle is halfway
between the symphysis pubis and the um-
bilicus, with the patient in the lithotomy
position and with 30 degrees of head-down
tilt. We continue to introduce the laparo-
scope itself at the lower border of the
umbilicus.
The annual reports of the Medical De-

fence Union for 1971 (p. 51) and 1972 (p. 17)
refer to two deaths and nine serious comn-
plications following laparo-copv, including
a diathermy burn of the small bowel causing
peritonitis. Only one retroperitoneal haema-
toma complicating laparoscopy has been pre-
viously reported and this was associated wuith
fatal air errbolism.1 A review of 20,872 cases
by Sievler2 included 19 deaths due to
haemorrhage, peritonitis gas embolism, and
anaesthesia. One thousand cases of diagnostic
laparoscopy reported by Duignan et al.3 and
910 cases of laparoscopic sterilization re-
ported by Jordan et al.4 were attended by a
total of 22 complications and no fatalities.
-We are, etc.,

ANTHONY D. R. OGBORN

Hammersmith Hospital,
London W.12

M. P. MILLIGAN
ANTHONY D. NOBLE

Royal Hampshire County Hospital,
Winchester
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Disability, Survival, and Coalworkers'
Pneumoconiosis

SIR,-It is very pleasant to get from Dr.
A. I. Cochrane another episode (2 June, p.
532) in the pneumoconmosis saga from the
Rhondda Fach. Sadly, it sounds like one of
the final chapters, which is a great pity when
so much could be learnt by another clinical
and radiological survey at this time.

Dr. Cochrane states that simple pneumoco-
niosis is not associated with appreciable dis-
ability or loss of expectation of life. Indeed,
no other overall conclusion seems possible
from the figures. But in my view quite
different conclucions may be drawn if the
frequency of chronic bronchitics is uneven in
the groups of miners. There are good
grounds for suspecting that this may be so.
In people with chronic bronchitis, with ex-
cess mucus secretion and narrowed airways,
fewer respirable dust particles reach the
alveoli.' As the development of simple pneu-
moconiosis is related to the amount of dust
reaching that level, bronchitis probably gives
some protection. There may therefore be a
considerable excess of bronchitis in miners
with category 0 and a decline in their num-
ber with higher categories of simple pneu-
moconiosis.
The possible effect can be illu-trated by

con-idering ventilatory capacity. Take groups
of 100 miners with different categories of
simple pneumoconiosis and a group of non-
miners. Assume that chronic bronchitis
occurs in 20% of the non-miners and, over-
all, in 30% of miners but that its dcistribu-
tion is uneven (see table). Award every man
an expected ventilatory function score of
100 and assume that chronic bronchitis re-
duces this on average by 30, category 1 by
5, category 2 by 10 and category 3 by 15.
The total score for the non-miners is then
(80 x 100) + (20 x 70) = 9,400. The totals for
the mining groups are shown at the foot of
the table and these fit pretty accurately on to
table III of Cochrane, Higgins, and Thoma,2
relating ventilatory function to categories of
pneumoconios;s. This theory can go a long
way to explain why miners without pneu-
moconiosis have poorer ventilatory levels
than non-miners and it shows how sub-
stant;al impairment due to simple pneu-
moconiosis can be concealed.
The conventional test of ventilatory func-

tion is the forced exniratory volume (FEV)
and this reflects in particular air flow in
large and medium-sized bronchi, areas
heavily involved in chronic bronchitis. In
simule pneumocon;osis, however, any ob-
structive element can be expected to be in
the re-piratory bronchioles or bevond, areas
very voorlv represented by the FEV. The
current method of assessing obstruction in
small a;rwavs is by demonstrating abnormali-
ties in cdosing volume and frequency-
denendence of compliance. Using the latter,
small-airway- disease has been demonstrated
in simple pneumoconiosis3 and this may pro-
duce imbalance in alveolar ventilation and
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