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procedure legally hazardous, especially in girls under the age
of 16 (last year there were 3243 terminations in that age
group). Their reaction was anticipated in the Lane report,
which commented: "Our generally tolerant attitude may
disappoint those who see the Act and its workings as evidence
of a serious and progressive decline in the standards of
morality in sexual behaviour of this society." A fundamental
conclusion was that the legal grounds for abortion should not
be restricted; indeed the report stressed that when a woman
had after heart-searching, anxiety, and doubt decided to seek
an abortion, then in most cases a refusal of her request was
both unfeeling and ineffectual.
One of the committee's main recommendations was that

the N.H.S. hospital service should review the extent to which
it was providing for the needs of women entitled to abortion;
and that where necessary the service should be improved by
appointing additional medical staff or providing new depart-
ments. So far little or nothing has been done to carry out that
policy. Yet the report made it plain that N.H.S. deficiencies
had been responsible for much of the growth of the private
sector, in which the most notorious abuses have occurred.
There have been and still are abuses-though all the horror
stories of Babies for Burning should not be taken seriously.4
But repressive legislation is not the answer. The sordid
racketeers will go out of business when women no longer need
to go to them; and a determined effort by the Department of
Health could achieve that objective.
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Salvage in Melanoma

It is has become almost a Pavlovian reflex to greet a new
publication with the exasperated exclamation "not another
journal; where will the information explosion end?". The
first issue of Clinical Oncology1 might provoke this response
were it not that in our developed society more and more of our
interests and resources are being devoted to the manageInent
of malignant disease. This not only because it represents,
along with degenerative processes, one of the last apparent
barriers to immortality, but also that the understanding of the
processes that lead to malignancy seem fundamental to so
much of cell biology. So it is not surprising that oncology is
developing into a discipline (some would say a creed) and that
a journal has been started to expound its clinical aspects.
The new journal will inevitably find itself ranging from

biology through early diagnosis to those manoeuvres which
can bring relief if not cure to sufferers from disorders ill-
understood and in consequence poorly controlled. In their
drive for cure those concerned with the care of patients with
cancer sometimes neglect the possibility of salvage and
palliation in situations where it is highly probable that the
neoplastic process will ultimately destroy the victim. Such a
situation has been confronted realistically by Weaver and his
colleagues2 from the Westminster Hospital in the inaugural
issue of Clinical Oncology, when they describe their experience
of salvage procedures based on isolated limb perfusion and
radical lymph node surgery for malignant melanoma. The

drive to treat local disease in this condition is much the same
as in cancer of the gastrointestinal tract: the outlook for
survival may be limited, but the quality of life may be vastly
better if the primary and its regional manifestations are dealt
with. In addition the capricious nature ofmalignant melanoma,
to which the Westminster group refer, may sometimes yield a
long term survivor against all the pathological odds.

Regional perfusion for limb malignancy is based on three
principles: that a higher concentration of cytotoxic agent can
be established than is possible by systemic administration;
that cells in transit between the primary and regional nodes
may be killed; and that metastases locked in after dissection of
the regional lymph node may subsequently be destroyed-
perhaps with more certainty than by the alternative technique
of endolymphatic perfusion, though the latter seems also to
have a place.3 Though perfusion has been used for several
types of cancer in the limbs, it is in malignant melanoma that
these criteria are most often met. In Britain about 500 patients
die of this disease each year.4 This may not be a large number
when viewed against other killing diseases, but the dead are
often young and the manner of their going can be painful for
them and distressing to others. The fortunate ones develop
(perhaps because of some immunological quirk) widespread
visceral metastases which lead to a quick exit; miserable by
contrast is the lot of an individual who sustains massive and
repeated local recurrence, with a swollen, sometimes ulcerated
limb which comes to be an increasing physical burden.

Perfusion has a possible part to pay both in the primary
management ofthe disorder and in the treatment ofrecurrence.
From both may come what Weaver et al. term salvage. The
results-the product of enthusiasts working with selected
patients, though the bias may not always be in favour of cure
in such circumstances-are extremely difficult to interpret.
Reports from the Tulane group,5 which has the longest and
greatest experience, suggest that when phenyl alanine mustard
(melphalan) is used for "early" patients (those with no more
than histopathologically established regional lymph node
metastases and without evidence of distant spread) there is a
greater than 10% improvement in five-year survival; other
smaller but well-studied series4 6 7 indicate a similar trend.
The Westminster workers have shown that when the disease
is further advanced radical lymph node dissection and per-
fusion, alone or together, may salvage some patients which our
knowledge of the natural history of melanoma would suggest
are otherwise doomed. The numbers are not large-perhaps a
further 5 to 10% of all the patients who present-but of equal
importance is the high incidence of response by local disease.
This is in excess of 70%, a figure which has also been reported
by others. Though these procedures may be regarded as
sledge hammers for nuts, in the hands of experts both are
standard procedures, reasonably free from complications-
though with perfusion the loss of a limb is always to be feared
and has very occasionally occurred from either misjudgement
of the temperature of perfusion or from a vascular accident
associated with cannulation. Troublesome oedema may also
occur but is no worse than that after radical lymph node
removal and considerably less of a problem than that posed by
lymphatic blockage by recurrent tumour.

Perhaps the most important lesson to be learnt from this
experience of regional perfusion, which has now been with us
for 17 years,8 is that we are still in an early stage of thera-
peutic understanding, a stage where the need to comfort and
control outweighs the urge to cure. Neville Davis9 rightly says
that every patient with malignant melanoma of a limb must be
considered as a separate therapeutic problem. This will be so
until more is understood about its biological behaviour and,
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most important, its immunological characteristics, which are
undoubtedly most unusual. Only then shall we be able to
carry out controlled trials of the efficacy of various forms of
treatment. Until such a time the clinician will judge what is
best for each individual; among his weapons should be regional
perfusion, which as Weaver et al. have shown is of undoubted
if numerically limited value. At this time we must try to
ensure that all those who can benefit from it-or from other
special techniques such as endolymphatic perfusion10 or
non-specific immune enhancement-reach appropriate centres.
There the centralization of experience will permit classifica-
tion, study, and (let us hope) the emergence of a feel for
therapy, all of which are essential if poorly defined prelimi-
naries to clinical trials, and all of which stand to benefit those
who are afflicted with an ill-understood but killing disease.
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Pancreatic Biopsy

A major problem facing the surgeon who operates on the
pancreas is confirmation of the presence of a carcinoma. So
often a malignant lesion in the head of the pancreas is small
and difficult to differentiate from the surrounding chronic
pancreatitis resulting from obstruction of the duct. On the
other hand, the chronic inflammatory reaction surrounding
a gland can mimic malignant infiltration. For this
reason, despite the poor results of surgery for carcinoma
of the pancreas, it is important to be able to distinguish
malignant disease from chronic pancreatitis. In operable cases
pa icreatic resection for carcinoma gives some good results,
though mortality and morbidity rates are still high. Most
surgeons would agree with Smith and Sherlock' that resect-
able tumours should be resected, for the most pressing symptom
may well be pain rather than jaundice. Palliative bypass pro-
cedures between the biliary and gastrointestinal tracts, often
with gastrojejunostomy, bring relief to patients with unresect-
able carcinoma but are less appropriate in chronic pancreatitis,
where gall-stone surgery, sphincteroplasty, or even subtotal
pancreatectomy preserving the duodenum is to be preferred.

Various preoperative investigations have been developed in
recent years in an attempt to solve this dilemma, including
pancreatic scanning, selective angiography, duodenal cytology,
endoscopic retrograde cholangiopancreatography, and bio-
chemical tests offunction. Nundy et al. have recently described
a simultaneous combined pancreatic test.2 None of these has
yet provided a reliable answer for the surgeon. Trapnell3
suggested pancreatography on the operating table as an aid

to the operative diagnosis of carcinoma of the pancreas. The
best guide to malignant disease of the head of pancreas is still
the presence of deep progressive and persistent obstructive
aundice with a very dilated gall bladder and (crrnmcn biPe
duct at operation.

Interest in pancreatic biopsy has been reawakened by
the description by Kline and Neal4 ofthin-needle biopsy of the
pancreas as a safe and accurate procedure with immediate
diagnosis at laparotomy. A Papanicolaou stain is done, when
tumour cell clusters may be identified and distinguished from
normal pancreatic cells. Eighteen of the 28 lesions examined
were malignant, and 16 of these were diagnosed un-
equivocally by cytological examination. This technique has
also been used with similar success in Scandinavia.5-7

In Britain Webb8 described a similar technique, but it has
not found favour in relation to the pancreas. Most British
surgeons have avoided biopsy of the pancreas in view of the
hazards of haemorrhage and fistula and the difficulty in ob-
taining representative material from a small primary car-
cinoma. Perhaps it is timely to reconsider the feasibility of
confirming the diagnosis of pancreatic carcinoma at operation.
Currently George et al.9 have revived interest in the con-
venrtional type of operative pancreatic biopsy performed with
scrupulous care. The fine-needle bicpsy technique needs the
services of a practised and expert pathologist, but it should be
within the compass of most general surgical units treating
pancreatic disorders. An alternative method is t-) use the
biopsy needle described by Franzen et al.10 and now marketed
in disposable form. Its use was first described for prostatic
biopsy by Hendry and Williams," but it can be applied to
many other organs such as the pancreas and needs only
conventional histological interpretation with frozen sections
for immediate results.
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Safer Cigarettes

Preventable smoking-related disease and consequent shorten-
ing of life continue unabated in Britain, where the number of
deaths due to smoking are estimated at between 50 000 and
100 000 per year. What is to be done ? After 20 years of health
education, treatment at clinics, and antismoking propaganda
there has been little sustained decline in either cigarette sales
or the number of people who smoke.' No doubt this is because
cigarette smoking is so addictive. However, until recently
most health education programmes have been aimed at the
impossible goal of stopping smoking rather than adopting the
more realistic approach of encouraging safer smoking.2
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