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the lung in this setting may be difficult, as noted by
Ayzenberg et al and others.'`3

JL STAUFFER
Pulmonary Disease Section

Fresno Veterans Administration

JE CARBONE
Pulmonary Function and Exercise Laboratories
Fresno Veterans Administration Medical Center

2615 East Clinton Avenue
Fresno, California 93703, USA

'Crisp AJ, Armstrong RD, Grahame R, Dussek JE. Rheumatoid
lung disease, pneumothorax, and eosinophilia. Ann Rheum Dis
1982;41:137-40.

2 Rubin EH, Gordon M, Thelmo WL. Nodular pleuropulmonary
rheumatoid disease: report of two cases and review of
literature. Am J Med 1967;42:567-81.

Yarborough JW, Sealy WC, Miller JA. Thoracic surgical prob-
lems associated with rheumatoid arthritis. J Thorac Cardiovasc
Surg 1975;69:347-54.

Premedication for fibreopdc bronchoscopy

SIR,-I would like to comment on the study of premedica-
tion for fibreoptic bronchoscopy by Dr PJ Rees and others
(August 1983 p 624). The authors reveal their dissatisfac-
tion with current premedication techniques both before
and after their study, an opinion which is hardly surprising
given their handling of the premedication drugs.

Firstly, experience derived from surgical anaesthetic
practice may not be directly relevant in the context of short
procedures such as bronchoscopy. Thus it cannot be
assumed that the antitussive action of papaveretum, effec-
tive during anaesthetic induction and continuous tracheal
intubation, will be reproduced during a procedure in which
a bronchoscope is manipulated into upper airways and is
continually manoeuvred within them. Further, as topical
analgesia is always used, the antitussive and analgesic
properties of papaveretum are necessarily of little
significance. Furthermore, although papaveretum has a
sedative action, it is not a good anxiolytic,' a more relevant
consideration for short, invasive procedures, particularly
when undertaken on an outpatient basis. Diazepam is a
good anxiolytic and, in combination with atropine, it pro-
vides useful amnesia. The authors have, however, con-
tinued to use the intramuscular route, which results in an
unpredictable action, slower than the oral route, by which
it has been largely superseded when diazepam is used by
anaesthetists.' The authors have compounded these errors
by allowing an inadequate interval between administration
of the premedication and the bronchoscopic procedure.
Diazepam if given orally would have an effect after 20-40
minutes with a peak at 60 minutes2; and if given intramus-
cularly the effect would be even slower, if it was effective at
all. Intramuscular papaveretum has a time of onset of
15-30 minutes and a peak at 45-90 minutes.' These times
are considerably in excess of those allowed by the authors
and go a long way to explain the non-significant differences
between the premedication methods described and why
the patients' assessments were less favourable than the
bronchoscopists'. To be effective as a premedication regi-

Correspondence
men the drugs used must reach the peak of their desirable
properties at the time of the bronchoscopy and they must
possess properties which are appropriate for the proce-
dure; both features were largely absent in the study of Dr
Rees and his colleagues.
The message that does come across is that topical

analgesia of the upper airways is of prime importance
during bronchoscopy. This is indicated by the patients'
unpleasant memories of the procedure, and suggests con-
siderable shortcomings in this aspect of fibreoptic bron-
choscopy. Unless this is adequately controlled, assessments
of premedication techniques will be misleading. When it is
adequately controlled the use of premedication other than
atropine as a sialogogue may be unnecessary.3

GFA BENFIELD
East Birmingham Hospital

Birmingham B9 5ST

'Gray TC, Nunn JF, Utting JE. General anaesthesia. Vol 1. 4th ed.
London: Butterworth, 1980:257-79.

2 Vickers MD, Wood-Smith FG, Stewart HC. Drugs in anaesthetic
practice. 5th ed. London: Butterworth, 1981:84-6.

Pearce SJ. Fibreoptic bronchoscopy: is sedation necessary? Br
Med J 1980;281:779-80.

***This letter was sent to the authors, who reply below.

SIR,-Dr Benfield questions the use of papaveretum and
diazepam in the way we used them in our study of pre-
medication. The drugs were chosen because they are
widely used in this context; for instance, intramuscular
papaveretum and intramuscular diazepam were the two
preparations used with an anticholinergic agent in a series
of transbronchial biopsies from the Brompton Hospital.'
Papaveretum was used in two other large studies totalling
over 700 patients from the Brompton Hospital.2 3 The tim-
ing was designed to achieve the start of the peak effect of
the drug at about the time of the start of the bronchoscopy.
Inevitably, there are often unexpected delays after the
premedication has been given, and we feel that it is impor-
tant to make sure that the effect has not been lost by the
time the procedure is done. From our reading we take the
peak narcotic effect of opiates to be 30-60 minutes.4
Diazepam was given intramuscularly so that a blind com-
parison with papaveretum could be used. It is often used in
this way for fibreoptic bronchoscopy and we disagree that
the effect would not occur until later than 60 minutes. The
peak blood level after intramuscular administration is
achieved by 30 minutes.5 We feel therefore that the drugs
were reaching the peak of their desirable properties
through the period of the bronchoscopy.
We share Dr Benfield's feeling of dissatisfaction with

these regimens, and this was the original reason for doing
the study. We agree that topical analgesia of the airways is
extremely important and we feel that attention to this,
together with the use of intravenous diazepam as neces-
sary, provides a suitable regimen.

PJ REES
JG HAY

JR WEBB
Guy's Hospital Medical School

London SE] 9RT
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Book notices
A Colour Atlas of Chest Trauma and Associated Injuries.
Augustin Besson, Frederic Saegesser. (Pp 336; £48.)
Wolfe Medical Publications. 1983.

The first volume of this excellent work has already been
reviewed in Thorax (1983;38:270). This second and final
volume deals with injuries to the tracheobronchial tree; the
heart, pericardium, and thoracic great vessels; the dia-
phragm; and the oesophagus. All that needs to be said of
these two volumes is that they are magnificently produced
and should serve as a model of how to produce a medical
reference book, irrespective of the subject under consider-
ation. They are worth owning just for the quality of their
production and the text is of an equally high standard.
Other publishers please take note!-HRM

Pathophysiology and Techniques of Cardiopulmonary
Bypass. Joe R Utley (editor). (Pp 253; £29.) Williams and
Wilkins. 1983.

This book presents the essential infrastructure of cardiac
surgery. It is the record of the cardiothoracic symposium in
San Diego in 1982, which was the second of an innovative
series of meetings with a multidisciplinary flavour. Topics
often dealt with in a fragmentary manner in scientific jour-
nals are reviewed and presented in a balanced way in this
volume. They include the influence of cardiopulmonary
bypass on vasomotor tone, fluid balance, gas exchange,
complement activation, and potassium kinetics. There are

chapters concerning methods of surgical management such
as the avoidance of air embolism, venting of the heart, the
value of pulsatile perfusion, the use of filters, the constitu-
tion of cardioplegic solutions, and the role of deep
hypothermia in adults. Finally, there are two chapters cal-
culated to fascinate spectators of the United States scene.
First there is a description of the steps needed to plan and
carry out the clinical trials of new equipment, or devices for

215

implantation, to comply with the current requirements of
the Food and Drug Administration. Secondly, a lawyer
presents the medicolegal implications of cardiopulmonary
bypass. This imaginative and worthwhile volume should be
part of the library of those actively concerned with cardiac
surgery whatever their discipline.-JDW

Notice
Intenational symposium on prevention and detection of
cancer

The Sixth Intemational Symposium on Prevention and
Detection of Cancer, sponsored by the International Soci-
ety for Preventive Oncology, the World Health Organisa-
tion, the Austrian Cancer Society-Austrian Cancer
League, and the US Association of Clinical Scientists,
will be held in Vienna from 26 to 29 November. The
programme includes lectures, panel discussions, poster ses-
sions, scientific exhibits, and special workshops. Discussion
will concentrate on the implementation of existing know-
ledge for effective cancer control by primary and secon-
dary prevention. Reports will present progress in the
understanding of the aetiology of oncogenesis, molecular
biology, identification of high risk groups, tumour suscep-
tibility, and the clinical and laboratory manifestations of
cancer, including tumour markers. Abstracts of presenta-
tions are invited by 15 June 1984. Inquiries by mail: Pre-
vention and Detection of Cancer, AMEX POB 790459,
Dallas, TX 75379, USA. Inquiries by phone: In Europe:
(Austria 43-222) 52-0544. Outside Europe: (USA-214)
392-3663. Toll free in USA: 1-800-527-0297.

Correction
A modified Pearson gastroplasty
We regret that in the short report by Dr KM Reilly and Mr
K Jeyasingham (January 1984, p 67) the last line of the
first column was omitted; the present last line should be
followed by "visualisation of the oesophagogastric gastric
junction, both above."
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