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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


