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aliquots into the lung, and aspirating after each aliquot.10 The
lavage fluid is then analysed. T lymphocytes appear to be
especially important in mediating the lung's inflammatory
response, and their numbers are a good guide to the intensity
of the alveolitis.11 12 The investigation can be repeated to assess
progress.

These methods, gallium-67, angiotensin-converting enzyme
activity, and bronchoalveolar lavage, are contributing to a
better understanding of sarcoidosis and its extent and state of
activity in individual patients. Some uncertainty persists about
how the three methods correlate with each other, but perhaps
gallium-67 and bronchoalveolar lavage do so best.8 1112 Each
of the methods will no doubt be refined; all require skill and
equipment and are most appropriate in research at present.
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Morning-after pills
Postcoital contraception has been in use in many countries for
more than a decade,1 2 but some doctors still shrink from
intervention in the reproductive process after ovulation-even
when the timing is clearly before implantation. Around 80%
of women who need postcoital treatment opt for hormone
pills.3 The others have an intrauterine contraceptive device
fitted. The relative merits of the two methods were discussed
earlier this year at a symposium organised by the Pregnancy
Advisory Service.
To be effective, hormonal treatment should be started

within 72 hours of unprotected intercourse; thereafter the
failure rate rises substantially above the 1% claimed. High
doses of oestrogen have been used, given for five days. During

this time the patient takes as much oestrogen as in three years'
cyclical use of a low-dose combined pill. Yet, despite its vast
dose, this regimen has not been linked with thrombosis, though
changes in clotting factors have been reported.4 The main
problem is an incidence of ectopic pregnancy of about 10% in
those in whom the method fails; that, combined with one
report of pulmonary oedema,2 means that high-dose oestrogen
regimens have fallen out of favour.
More recently Yuzpe and colleagues have devised an

oestrogen-progestogen regimen in which the combination is
taken in two doses 12 hours apart,5 6 with a total oestrogen
content equivalent to about six low-dose combined pills. This
regimen appears to be very safe; no complications have been
reported. Yuzpe's method is also more acceptable than high-
dose oestrogens with respect to side effects. Nausea occurs in
50-60% of those treated and vomiting in 30%0, but the symp-
toms are short lived and rarely severe.6 7 Complaints of
headache, dizziness, tenderness of the breasts, and withdrawal
bleeding are fewer.
The possibility that administration of an oestrogen-

progestogen combination just before implantation could be
teratogenic (as stilboestrol can be during the first trimester of
an established pregnancy2) has probably made clinicians
overcautious. Though there may never be enough evidence to
disprove an association, for practical purposes this potential
risk can largely be ignored.8 Particular care should be taken,
however, when counselling women with a moral or religious
objection to abortion who say that they would continue with
a pregnancy if the method failed, as 2-5% of all babies have
some degree of congenital abnormality.2
The circumstances in which insertion of an intrauterine

device is the preferred method include contraindications to
the pill, the woman's choice of an intrauterine device for future
contraception, and instances where hormones are less effective
-such as presentation later than 72 hours after intercourse
and when unprotected intercourse has taken place on more
than one occasion. Surprisingly, the intrauterine device has a
very low failure rate. No pregnancies have been reported in
almost 700 postcoital insertions.2 9
The disadvantages of intrauterine devices must be fully

explained to women who contemplate this method. Pain and
abnormal bleeding are not uncommon problems, and the
increased risk of pelvic inflammatory disease has serious
implications: insertion of an intrauterine device should be
avoided if at all possible in young nulliparae and in victims of
rape.
The likelihood of conception at mid-cycle is at most 30%.1O

Interviews with women who request advice sometimes end
with a decision that no action will be taken if the risk of
pregnancy is judged to be negligible. Women who have had
intercourse late in a regular menstrual cycle can often be
reassured that they will not conceive. If there is any doubt
about dates, however, treatment should not be withheld.
Treatment may also seem justifiable simply because the woman
is highly anxious.
Up to the present, hormone treatment has been prescribed

by doctors only after counselling and examination. Some
doctors are now advocating that a special "first-aid" pack of
pills should be issued to users of sheaths in case these break'1
or as an "insurance policy" to those not currently in need of
contraception. Even when contraindications to the pill have
been excluded at the time of issue, there are still- pitfalls in
self-administered "morning-after" treatment. Of greater
concern is the possibility that women will use borrowed pills
when frequently either the dosage or the preparation would
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be unsuitable. Totally unsupervised administration of hor-
mones should not be encouraged or condoned.
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Laser photoradiation for
lung cancer
Any new method of treating lung cancer-especially if it stems
from a major advance in scientific technology-is bound to
capture the imagination of the general public and engage the
interest of the medical profession. This is certainly the case
with transbronchial laser photoradiation.1-4 The claims made
for this treatment have been modest, but these must be critic-
ally assessed both to pre-empt premature public expectation
that a cure for lung cancer is close at hand and to stimulate
research interest in a technique which, when fully exploited,
might perhaps have a useful place in the treatment of early
cases of the disease.

In its simplest form laser photoradiation through a fibreoptic
bronchoscope can ablate tumour tissue within the bronchus and
restore patency to the airway. In favourable circumstances this
may allow a collapsed lung or lobe to re-expand and permit free
drainage of pus from beyond the obstructing lesion. It may
also be of value in controlling haemorrhage from an intra-
bronchial tumour. Such treatment is, however, purely pallia-
tive, since in most cases of lung cancer the bulk of the tumour
is extrabronchial and well beyond the range of the laser beam.
The intravenous administration of a derivative of haemato-

porphyrin, which has an affinity for malignant tissue,5-7
considerably enhances the cytolytic effect of visible red light
from an argon dye laser on bronchial tumours.4 This technique
is more effective than the original method for clearing the
bronchial lumen of tumour tissue; in one case it was used
completely to eradicate two small malignant tumours in the
bronchial wall. Unfortunately, laser light penetrates poorly,
and this limits such therapeutic successes to tumours which are
visible at bronchoscopy and are less than 1 cm in depth-so
excluding the vast majority of cases of bronchial carcinoma,
perhaps more than 95%, in which extrabronchial extension of

the tumour or metastatic spread has occurred by the time of
diagnosis. Sadly, therefore, we must conclude that laser photo-
radiation is no magic remedy but almost exclusively a palliative
measure of limited value in carefully selected cases. Even when
used in this way it is not devoid of risk should the tumour tissue
to which photoradiation is applied be invading a major blood
vessel. At its current stage of development, therefore, laser
photoradiation should be undertaken only in special centres on
a research basis. In practice, such restrictions are self-imposed
by the prohibitive cost of the equipment.
That said, we should not underrate the skill and ingenuity

of those seeking new methods of exploiting the potential of
laser photoradiation in treating early cases of lung cancer.
Already, some groups are investigating the feasibility of
implanting quartz fibres into tumours to increase the depth of
light penetration,8 and no doubt efforts are being made to
discover substances with more potent photosensitising effects
on malignant cells. Such initiative should be encouraged and
liberally funded.9 We would be foolish not to clutch at any
straw in the fight against lung cancer.
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What shall we do with the
drunken citizen?
The British are ambivalent in their attitudes to drunks.
Sometimes we find them amusing, and just as they were once
common on the boards of the music halls they now regularly
flit through television comedy shows. But at other times we
find drunks disgusting, and we want "something done about
them." There, too, we are ambivalent, because we are not
sure whether we want them punished or helped, and despite
several brave attempts at reform over the past 100 years we
have consistently failed to do either.' Now more than 20
penal, medical, and social service organisations have got
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