
cussions" such as case conferences and second
opinions. I suspect that abandoning lengthy dis-
charge summaries that endlessly repeat patients'
background details would paradoxically lead to
savings in secretarial time, reduced boredom on
the part of general practitioners, and increased
clarity of thought among trainee psychiatrists.

M S D KERR
Kidderminster (General Hospital,
Kidderminster D)Y 6RJ
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Cancer of the oesophagus
SIR,-To be authoritative an editorial should
present a balanced overview of its subject matter; I
am left wondering if Mr John Bancewicz's article
on cancer of the oesophagus' has achieved this. He
does not do justice to the many reports indicating
that, overall, surgical results are not superior to
those of radiotherapy even though surgeons must
select the most favourable cases and often leave the
surgical rejects to the radiotherapist. He quoted
one substantial overview that showed a survival at
five years after surgery of just 4%' but failed to
mention another one by the same authors in the
same journal that showed a 6% survival after
radiotherapy.' Moreover, the paper from Notting-
ham he mentions to illustrate what can be achieved
after surgery excluded the operative mortality in
the calculations of the survival of a population of
patients who had clearly been carefully selected.4
The 36% survival represents eight of 22 cases who
were available for analysis and may not be any
more representative of what can be achieved with
surgery than is the oft quoted paper by Pearson
for radiotherapy.' Additionally, Mr Bancewicz
completely ignores the cost-benefit considerations
that these days constitute an important part of
clinical audit. A recent article from Australia
acknowledged the lack of superiority of surgical
results compared with radiotherapy and showed
that the cost of surgery was almost four times that
of radiotherapy. In this series of patients there
was no mortality related to surgery-suggesting,
as others have, that improvements in operative
mortality may not necessarilv translate into higher
survival rates.
The truth is that surgery does not offer a

substantially greater chance of survival but is
costlier and exposes the patients to a spectrum of
more serious risks related to treatment than does
radiotherapy, which remains applicable to a
much higher proportion of patients. Mr Bencewicz
suggests that the patients with cancer of the
oesophagus should find a good surgeon. I suggest
that they should find a good team comprising
at least a radiation oncologist and surgeon, the
members of which can balance out the others'
prejudices and arrive at cost beneficial treatment
appropriate to the individual patient.

I C M PATERSON
South Wales Radiotherapy and Oncology Service,
Velindrc Hospital, CardifftCF4 7Xt.
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SIR,-Mr John Bancewicz advises the sufferer
from oesophageal cancer to find a good surgeon.' If
I had this disease above the lower third I would not
let any surgeon near me. I may be wrong, but in my
personal experience radical radiotherapy does not
have an operative mortality. The results in highly
selected patients who not only are found to have
resectable disease at operation but also survive
resection cannot be compared with those in the
necessarily broader range of cases acceptable for
radical radiotherapy.
The truth is that we do not know how to treat

this disease-we have only our beliefs to guide us.
Sadly, a prospective trial comparing surgery with
radical radiotherapy initiated by Earlam, which
might have given us the answer, was forced to close
because of inadequate recruitment.2

B S MANTELL
Department of Radiotherapy and Oncology,
The London Hospital, London El 3BB
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In spectacular retreat

SIR,-Despite both Dr Bernard Dixon's protest'
and Dr S B Lucas's assertion2 the fact of the matter
is that leprosy is in spectacular retreat and the
evidence is as follows.
Firstly, in the northern region of Nigeria Charlie

Ross started the mass treatment campaign in the
early 1950s based on treatment with dapsone in
villages. He also carried out crucially important
surveys to assess the prevalence of the disease
before starting treatment. This averaged 40 per
thousand, and in the village of Iqabi it was as high
as 67 per thousand. In 1967 I surveyed this village,
15 years after dapsone was made available to the
villagers. The prevalence had fallen to 2 per
thousand. In northern Zaria it was 1 6 per
thousand.'

Secondly, in Uganda the annual incidence of
leprosy declined from 5 5 to 1 7 per thousand over
four years, and in Andhra Pradesh, India, it
declined from 11 1 to 3-9 per 1000, also over four
years.'

Thirdly, in central Burma the rate of detection
of cases fell from 5 to 0 8 per thousand from 1962 to
1972.'

In all of these areas patients were treated with
dapsone. In contrast, in Karimui, New Guinea,
the incidence of leprosv did not decline, staying
constant at 6 per thousand. Sulphones were not
introduced there until late 1967.' Dr Lucas's
contention that leprosy is not in retreat because
only 10% of the patients are receiving multidrug
treatment is therefore quite irrelevant as the results
described above were achieved with treatment
with dapsone alone, which has killed the bacteria
and prevented the spread of the disease.

Since these results were reported resistance to
dapsone has increased, but, in northern Nigeria at
least, it has not caused a resurgence of the disease.
In Katsina, which adjoins Zaria province, the
prevalence in 1987 was 2 per thousand, down from
39 per thousand in 1951.

In view of the possibility that people who are
positive for HIV may be more vulnerable to
leprosvy there is an urgent need to provide all
patients with multidrug treatment when appro-
priate. All schemes should monitor the decline in
incidence of leprosy. In central Burma no informa-
tion has been available since 1972, although the
rapidity of the decline in incidence, especially of
lepromatous leprosy and childhood leprosy, would
indicate that complete interruption of transmission
could be anticipated.

John Snow interrupted transmission of cholera
without identifying the bacterium. Leprosy could

be eradicated without culturing the bacterium;
vaccine is not necessary.

C L CRAWFORD
Charinig Cross and W'estminster Medical Sclool,
London W6 8RF
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Anaesthesia and Colles'
fractures
SIR,-We are perturbed by the conclusion of Drs
James Hunter and others about the safety of some
of the techniques employed in their survey of
methods of anaesthesia for the reduction of Colles'
fractures.'

Properly conducted intravenous regional anaes-
thesia is a simple, safe method of anaesthesia.
Because of this, non-anaesthetists have been
tempted to use it, often with inadequate know-
ledge and training in the prevention, recognition,
and treatment of local anaesthetic toxicitv. Deaths
have occurred after intravenous regional anaes-
thesia with bupivacaine,' but the use of other local
anaesthetics is no guarantee of safety as all have the
potential to cause convulsions and cardiorespira-
tory arrest. We would therefore recommend that
an anaesthetist (or a person familiar with the
resuscitation of patients suffering from local anaes-
thetic toxicity) should be present during intra-
venous regional anaesthesia.

Intravenous sedation in itself provides no anal-
gesia, and thus reduction of a fracture under this
technique implies either inadequate analgesia (even
with the concomitant use of opioids) or excessive
usage resulting in general anaesthesia. Inadequate
analgesia is unacceptable in modern medicine, and
general anaesthesia requires the presence of an
anaesthetist. A further problem occurs with the
time taken to full recovery from the effects of these
agents, especially with high doses and long acting
agents such as diazepam.4
The acceptability of anaesthesia for fracture

reduction in unfasted patients is also of concern.
Any period of fasting, especially after trauma, is no
guarantee of an empty stomach, but we believe
that a minimum of four hours will enhance safety
whenever intravenous regional anaesthesia or
"sedation" techniques are used. Staff capable of
treating regurgitation should be immediately avail-
able.

P ARMSTRONG
M PAYNE

M BROCKWAY
Departinent of'Anaestlhcsia,
Royal Infirmarv,
Edinhotrgh EH3 9YX'
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