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ABSTRACTS

This section of THORAX is published in collaboration with the abstracting journal, ABSTRACTS OF
WORLD MEDICINE, published by the British Medical Association. In this JOURNAL some of the more
important articles on subjects of interest to chest physicians and surgeons are selected for abstract, and these
are classified. No one section is necessarily represented in any one issue.

Experimental

Tracheo-bronchoplasty with Plaques of Nylon and Amnion.
DOR, J., SPITALIER, -., OTTAvIOLI, -., and BONNEAU,
M. (1951). Pr. mned., 59, 1389.

The authors describe a method of tracheo-broncho-
plasty, used in the repair of artificially produced tracheal
defects in dogs, in experiments carried out at the H6pital
Salvator, Marseilles, in which a plaque of nylon, covered
on its endotracheal surface with amniotic membrane,
was used as a graft. The thoracic part of the trachea
was first exposed between the superior vena cava and the
oesophagus after division of the arch of the azygos vein.
A portion of the tracheal wall was then excised, and the
defect immediately repaired by suturing the graft over it
with nylon sutures previously inserted. Nylon is con-

sidered a particularly suitable material for these grafts
because of the intense fibroblastic reaction which it
provokes in the surrounding tissues. Of 12 dogs on

which this operation was performed, 4 died following
operation, but in no case was this due to failure of the
graft. The other dogs were killed between 1 and 3
months after operation, and the grafts examined histo-
logically. Around the nylon plaque there was a gradual
change from a subacute inflammatory reaction at one

month to a dense fibrosis after 3 months. After dis-
appearance of the amniotic membrane covering the
plaque, epithelization started at about the seventh week,
and complete lining of respiratory epithelium was present
after 3 months. Tracheal stenosis did not occur in any

case.

The authors consider that this type of graft may be
used in the treatment of tracheal and bronchial stenosis
or wounds, and that it may possibly increase the scope

of surgery in cases of benign tracheal tumour and in cases

of bronchogenic carcinoma in which the growth is
adherent to the trachea. E. Schiller.

The Participation of the Upper Respiratory Passages of
Man in the Regulation of Respiration. BUKOV, V. A.,
and DRENNOVA, K. A. (1951). Arkh. Patol., 13, No. 2,
18.
The first-named author had already shown that

impulses produced by the air stream in the upper res-

piratory passages of animals modify the action of the
respiratory centre. The object of the present investiga-

tion was to observe the effect of the stimulation of the
upper respiratory passages in man. Laryngectomized
and non-laryngectomized, and tracheotomized and non-
tracheomotized patients were studied. The upper
respiratory passages were stimulated mechanically,
chemically (with mixtures of carbon dioxide and air),
and with simple air streams of varying intensity. It was
found that all these stimuli were very effective in modi-
fying the activity of the respiratory centre. This effect
varied in accordance with the functional state of the
respiratory centre at the time of the experiment, and
could be either excitatory or inhibitory. It was also seen
that habitual breathing through a tracheotomy tube has
an unbalancing effect on the respiratory centre, and that
breathing in such patients takes longer to return to a
normal rhythm after exercise. The feeling of asphyxia-
tion, occasionally experienced by such patients after
exercise, is not necessarily caused by anoxia, but may
also be the result of reflex stimulation of the respiratory
centre. This sensation may be abolished by concurrent
stimulation of the upper respiratory passages with a
stream of air. L. Crome.

Nature and Infectivity of Granular Forms of the Bovine
Tubercle Bacillus. BRIEGER, E. M., MILES, J. A. R.,
COSSLETr, V. E., and HORNE, R. W. (1951). Nature,
Lond., 168, 96.
Workers at Cambridge University have reinvestigated

the problem of " Much's granules " in the development
of the tubercle bacillus. Tissues containing very few
acid-fast bacilli were removed from rabbits infected with
a bovine strain of Mycobacterium tuberculosis, and
cultured in vitro as tissue cultures. Apparently healthy
macrophages were observed to become filled with acid-
fast bacilli, and after 10 days the culture contained
numerous bacillary colonies. Extracts were prepared
from the lungs and spleens of rabbits 7 to 21 days after
infection by a bovine strain, using the Fulton and Begg
technique for the removal of rickettsiae and viruses.
Acid-fast bacilli were not demonstrable in the purified
material, nor could bacillary rods be seen by normal,
phase-contrast, or electron microscopy. The extracts
were, however, infective for guinea-pigs, 0.2 ml. of a
I in 5 dilution producing a lymph-node abscess in 4 to 6
weeks with generalized tuberculosis, the lesions con-
taining numerous acid-fast bacilli. The extracts were
fixed with osmic acid and examined under the electron

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thx.7.3.277 on 1 S

eptem
ber 1952. D

ow
nloaded from

 

http://thorax.bmj.com/


ABSTRACTS

microscope. Two types of particle were seen; (a) rod-
shaped particles of about 0.5 ,u; (b) round particles 0.2 ,.
These particles were not seen in control extracts from
healthy tissues. Filtration of the extracts " through
0.75 ,u A.P.D. ' gradacol ' membranes " caused them to
lose their infectivity. The problems raised by these
investigations are discussed. J. E. M. Whitehead.

A Pathogenic Mycobacterium Isolated from Tap Slime.
WEBSTER, R. (1951). Med. J. Aust., 1, 830.

This paper records the isolation from laboratory
cold-water-tap slime of an acid-fast bacillus closely
resembling Mycobacterium tuberculosis. The organism
grew much more slowly on glycerinated Petragnani
medium than the saprophytic acid-fast bacilli recovered
by other workers from similar sources, and it was not
until after about 3 weeks' incubation that characteristic
colonies could be recognized by the naked eye. A
suspension of a pure culture of the organism injected
into the blood stream of a rabbit led to its death on the
25th day after inoculation. The lesions in the lungs and
kidneys of the rabbit had a very similar appearance to
those seen in a case of miliary tuberculosis, with a marked
epithelioid-cell response and the presence of multi-
nucleate cells having the picture of " giant-cell systems."
Cultures from this rabbit were very slow to develop
on laboratory media. Intraperitoneal inoculation of
these cultures into a guinea-pig was followed by death
of the animal on the 17th day. The thickened and
infiltrated omentum contained caseating points with large
numbers of acid-fast bacilli, but no macroscopic lesions
were found in the lungs, liver, or spleen. In another
animal, given 0.5 ml. of pure old tuberculin on the 17th
day after an intraperitoneal injection of a culture from
the same rabbit, numerous " caseating tubercles " con-
taining masses of acid-fast bacilli were found in the liver.
The author, while not claiming that the results warrant

the identification of the organism as Myco. tuberculosis,
draws attention to the tissue reactions in the rabbit
and claims that the pathogenicity of the strain has
been established and its affinity to the tubercle bacillus
indicated. H. J. Bensted.

Tuberculosis

Neomycin in Clinical Tuberculosis. CARR, D. T.,
PFUETZE, K. H., BROWN, H. A., DOUGLASS, B. E.,
and KARLSON, A. G. (1951). Amer. Rev. Tuberc., 63,
427.

Six patients with pulmonary tuberculosis, 5 having
tubercle bacilli resistant to streptomycin, were treated
with neomycin daily for 29 to 52 days. Only 3 reported
symptomatic benefit. All 6 had evidence of renal
damage, which was transient. Progressive deafness
developed in 4. Neomycin-resistant tubercle bacilli
were found post mortem in the kidney of one patient
*after 41 days of treatment. Kenneth Marsh.

Diffuse Bilateral Fibroeystic Disease of Lungs (Honey-
comb Lungs). HYDE, L., HYDE, B., and POKORNY, C.
(1951). Dis. Chest, 19, 190.

The authors report 4 cases of diffuse bilateral fibro-
cystic disease of the lungs; 2 of the patients are still
alive and are at present asymptomatic; these cases are
therefore unproved. The disease is differentiated from
cystic emphysema in that it occurs in younger patients,
usually males, is bilateral, and often leads to secondary
effects in the lungs (spontaneous pneumothorax) and
heart (cor pulmonale), and to sudden death. The
lesion may be congenital or acquired. Treatment is
unsatisfactory and the ultimate prognosis is poor.

A. Ackroyd.

The Combined Effect of Potassium Iodide and Strepto-
mycin on Far Advanced Chronic Pulmonary Tuber-
culosis. WOODY, E., JOHNSON, H. E., AVERY, R. C.,
and CROWE, R. R. (1951). Dis. Chest, 19, 373.

The authors selected 58 cases of advanced pulmonary
tuberculosis with x-ray evidence of cavitation in which
it was thought that treatment with streptomycin alone
would be of little benefit. Patients were treated with
streptomycin given in a daily intramuscular dose of
1.0 g. for 120 days; 23 were regarded as controls and
given no other treatment, and 35 were in addition given
potassium iodide by mouth in a dosage of 4.0 g. daily
divided into 3 equal doses. No significant difference was
observed between the two groups as regards temperature
records, erythrocyte sedimentation rate, and sputum
examination; the average weight increase was higher
in the iodide group. Streptomycin-resistant organisms
appeared in all but 6 cases. The size of cavities seen on
x-ray examination was measured before and after treat-
ment in each case. In the control group the average
reduction in cavity diameter was 0.67 cm., and in the
iodide group 4.17 cm. The difference is statistically
significant. Follow-up x-ray examination showed that
the cavities tended to expand gradually after treatment
had been stopped. L. M. Franklin.

Streptomycin Dependence and the Aggravation of Chronic
Pulmonary Tuberculosis by Streptomycin. DUFORT, A.,
BRUN, J., VIALLIER, J., and KALB, J. C. (1951). Rev.

Tubere., Paris, 15, 1.

Case reports are given of 5 patients with chronic
pulmonary tuberculosis who underwent prolonged
treatment with streptomycin and from whom strains of
tubercle bacilli were isolated which showed enhanced
growth in the presence of streptomycin. In 4 out of 5
instances the emergence of these streptomycin-dependent
strains during the course of streptomycin therapy was
accompanied by gross deterioration in the clinical
condition. J. E. M. Whitehead.
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Disorders of the Oesophagus

Benign Ulcer of the Oesophagus. LEGER, L., GAULTIER,
M., BERTRAND, I., and MASSE, P. (1951). Pr. med.,
59, 944.
An illustrated case report, concerning a man with a

benign ulcer of the oesophagus who was successfully
treated by resection and oesophago-gastrostomy, opens

a comprehensive review of the subject, in which reference
is made to nearly all the relevant publications from other
authors of all nationalities.
Benign ulceration of the oesophagus is a rare disease,

which has been recognized more commonly during recent
years, representing 14 to 2% of all oesophageal lesions,
occurring at all ages but especially between 30 and 60, and
being 3 times as common in men as in women. It usually
occurs in the lower third of the oesophagus and is often
associated with other lesions, particularly short oeso-

phagus, diaphragmatic hernia, gastric or duodenal ulcer,
and gall-stones. It is also found after any surgical
operation which results in gastro-oesophageal reflux, such
as cardioplasty.
There are 4 principal symptoms. Pain is usually felt

in the upper epigastrium, often radiating, and may be
severe. Occurring typically during swallowing, it may
only be felt some time after meals or in certain postures.
It is often periodic. Dysphagia is frequent: at first due
to spasm, it is later the effect of cicatricial stenosis and
may become complete. Regurgitation is a corollary.
Finally, haemorrhage is common; sometimes only occult,
it may present as a fatal haematemesis.

Clinical examination is usually negative. Radiological
examination must be painstaking. Most characteristic,
but not always seen, is a niche. Accompanying it is a

stricture, which varies from a mild spasm to a central,
narrow, but short stenosis. Evidence of the coexistence
of any of the lesions mentioned above should be sought
and antiperistalsis or reflux looked for. The diagnosis is
confirmed by oesophagoscopy and biopsy. The prog-

nosis is serious, as healing without stenosis is unusual.
and this leads to dysphagia and wasting. Haemorrhage
-causes anaemia, or may be a dangerous emergency, as is
perforation into the pleura or another viscus. Cancer,
corrosive stricture, and cardiospasm must be considered
in the differential diagnosis.
The exact aetiology has not been proved. These ulcers

are most commonly thought to result from digestion of
the oesophageal mucosa by gastric juice. The arguments
in favour of this hypothesis include: their frequency in
patients with short oesophagus, hiatus hernia, or in-
competent cardia; the frequent association of gastric or

duodenal ulcer and of hyperchlorhydria; the presence of
adjacent islets of heterotopic gastric mucosa in some

cases; and the important part played by hydrochloric
acid in the experimental production ofoesophageal ulcers.
The arguments against it are: some cases of short oeso-

phagus or of reflux have no ulceration, although ulcera-
tion has followed total gastrectomy; heterotopic gastric
mucosa is most often found in the post-cricoid region,
but ulcers never occur here; ulcers associated with short

oesophagus occur usually in the displaced stomach;
some cases of benign ulceration have a gastric hypochlor-
hydria. An alternative to the peptic aetiology theory is
that of, Roessler, who suggested that a local spasm or
altered motility was responsible, with secondary stag-
nation, failure of protective mucus secretion, and
avascularity.
Treatment is at first medical, like that of gastric

ulceration; when reflux is present the night should be
spent in a sitting position. Dilatation of a stenosis does
not give permanent benefit. Jejunostomy is occasionally
called for and is superior to gastrostomy. If a hiatal
hernia is present its repair will relieve the ulceration,
provided the oesophagus is not too scarred. When there
is an associated gastric ulcer the oesophageal ulcer usually
heals after an extensive partial gastrectomy, and this
procedure is also effective when there is no gastric lesion.
Other surgeons prefer a partial oesophagectomy, either
with oesophago-gastrostomy and vagotomy with
oesophago-jejunostomy by Roux's method, or with an
accompanying partial gastrectomy.

M. Meredith Brown.

The Radical Treatment of Oesophageal Stenosis. The
Prevention of Post-operative Peptic Oesophagitis.
VALDONI, P. (1951). Pr. med., 59, 1216.

Oesophago-gastrostomy following resection of a stric-
ture of the lower end of the oesophagus or after Heller's
operation for cardiospasm often results in reflux of gastric
juice, with peptic ulceration of the oesophagus and
further stricture formation. The author therefore
advocates, instead of these procedures, resection of most
of the thoracic oesophagus, with high anastomosis to the
fundus through a right thoracotomy, the stomach having
been previously mobilized at laparotomy by division of
the.great omentum, the vasa brevia, and the left gastric
artery. The left lobe of the liver is also mobilized, the
right crus cut between ligatures, and the pericardial sac
separated from the upper surface of the diaphragm. At
thoracotomy the stomach is then easily drawn up into
the chest and end-to-side anastomosis carried out after
anchoring the fundus in the mediastinum. It is thought
that the obliquity of the stoma in this position prevents
further reflux. The operation was carried out on 12
patients aged 6 to 25 years at the Surgical Clinic of the
University of Rome, with 2 deaths from shock.

Geoffrey Flavell.

A Physiologic Operation for Mega-esophagus (Dystonia,
Cardiospasm, Achalasia). WANGENSTEEN, 0. H.
(1951). Ann. Surg., 134, 301.
The author, reporting from the Department of Surgery,

University of Minnesota Medical School, points out that
a very small patch of gastric mucosa anastomosed into
the oesophagus will give rise to an ulcer, and some recent
observations suggest that oesophagitis can also be pro-
duced by the regurgitation of bile and pancreatic juice.
[The impression of the abstracter is that in his cases of
total gastrectomy the patients with a Roux Y anastomosis
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are more comfortable than those with a jejunal loop and
side-to-side entero-anastomosis.] There follows a good
review of the literature, in which it is stressed that in
cardiospasm (or dystonia, which is the term preferred)
the smooth muscle of the lower half (not just the lowest
segment) of the oesophagus is abnormal.
The surgical procedures are then reviewed. The

operation recommended by the author for mega-

oesophagus is excision of the lower (hypertonic) segment
of the oesophagus, the acid-bearing area of the stomach,
with anastomosis of the oesophagus to the antrum. A
Ramstedt incision of the pylorus-is performed to prevent
any regurgitation. This procedure has been carried out
on 7 patients. An absence of the nerve cells of Auer-
bach's plexus has been noted in the resected segment of
oesophagus. In the less severe cases the Heller operation
is preferred.
The complications which may follow gastric regurgita-

tion are reviewed.
[This is an interesting paper. The general discussion

which follows is also of value, as reference is made to
the megacolon, the Plummer-Vinson syndrome, hydro-
nephrosis, and biliary dyskinesia.] J. E. Richardson.

The Treatment of Cardiospasm: Analysis of a Twelve-
year Experience. OLSEN, A. M., HARRINGTON, S. W.,
MOERSCH, H. J., and ANDERSEN, H. A. (1951). J.
thorac. Surg., 22, 164. Bibliography.
Cardiospasm is here defined as a non-organic stenosis

at, or immediately above, the junction of the oesophagus
and stomach and involving a portion of the oesophagus
which is seldom more than 4 to 6 cm. long. Such con-

ditions as " corkscrew oesophagus " or pseudo-diverti-
culosis are classified as diffuse spasm, which, in the
opinion of the authors, is a different clinical entity, though
the two conditions may coexist, as occurred in 40 of the
601 cases reported. Other associated conditions, such
as pulsion diverticulum and hiatus hernia, are also found,
and make the prognosis less good. Treatment by dilata-
tion is advised, first with a bougie guided by a silk thread,
which is swallowed the previous day, and later with a

hydrostatic dilator. Before use this is tested, and care

is taken to place the bag exactly on the constriction ring
before inflation.
The 601 cases stodied were those treated at the Mayo

Clinic during the 12 years 1935-46. The latter date was

selected in order to give a minimum follow-up of 4 years.
Of 555 patients treated with a hydrostatic dilator, 452
were traced, of whom 272 (60.2% of those traced) were

permanently relieved of dysphagia and 180 (39.8%)
relapsed within 4 years; 94 of the latter returned for
further treatment, and, of these, 36 (38.3%) obtained
relief, but only 5 of the 26 patients who underwent
further courses of treatment were satisfactorily relieved.
The complications of hydrostatic dilatation encountered
included haemorrhage, aspiration pneumonia, and rup-
ture of the oesophagus. This last occurred in 10 cases,
and was fatal in 2 of them. Only 23 patients were treated
surgically, the operations performed being: transgastric
dilatation (4), sympathectomy (2), oesophago-gastro-

stomy (9), resection (2), cardioplasty (4), and Heller's
operation (3) (1 patient having 2 operations). The
results of operation were, on the whole, poor, though in
the case of Heller's operation it is too early yet to form
a judgment.
The method of expressing results as percentages of the

traced patients is open to question-it is more usual to
express them in terms of the total treated cases. If this
be done, 49% of the 555 patients were successfully
treated by dilatation, 32% relapsed, and 19% were
untraced. It is possible by this method to obtain the
best and worst possible figures by presuming that the
results in untraced cases were either all good or all bad.
It is curious that only 23 patients were subjected to
surgery, although there were 180 in whom dilatation
gave unsatisfactory results. Only 94 of these returned
for further treatment, but the reason for this is not given.
Doubtless the small number of operations was due to
the poor results obtained by methods other than the
Heller procedure. In such a large series of cases it
would have been very interesting to know whether any
diagnostic mistakes were made. A carcinoma of the
fundus may closely resemble a patient with cardiospasm.

J. E. Richardson.

Neoplasm

Radioactive Isotopes in the Palliative Management of
Carcinomatosis of the Pleura. KENT, E. M., and
MoSEs, C. (1951). J. thorac. Surg., 22, 503.
A report is presented from the University of Pittsburgh

on the palliative use of radioactive isotopes in 19 cases of
carcinomatosis of the pleura. The usual clinical course
of the condition is summarized and the hopelessness of
treatment by the usual methods pointed out. Injection
of radioactive isotopes into the pleural effusion seemed
to the authors to be more promising, as the whole
tumour-bearing area could thus be irradiated, while the
use of short-range beta rays would make damage to
adjacent structures slight. Carrier-free radioactive iodine
(1311) in weak basic sodium sulphite solution was used
initially, and later radioactive colloidal gold (198Au) and
human albumin labelled with 1311.
The patients treated had rapidly forming, intractable

pleural effusions due to carcinomatosis, the primary
neoplasms being in various sites. A dose of 10 mc. was
used at first, but later this was increased to 30 mc.
Under local analgesia the effusion was withdrawn into a
sterile screw-cap bottle containing the 1311, and the
mixture was then reinjected into the pleural cavity:
this was repeated several times to ensure that the whole
dose was injected. The apparatus was then washed under
running cold water and little contamination of the equip-
ment resulted. Urinary excretion of the isotope was
determined during the next 2 to 5 days in some cases:
12 patients receiving 131I retained 62% of the dose for
48 hours-most of it probably in the thyroid-while 2
patients treated respectively with colloidal gold and
labelled albumin showed higher retention levels. Of the
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19 patients treated 3 died before tbe effects could be
evaluated, but all the others derived considerable benefit,
effusion being completely checked in 9 cases. Details of
a number of cases are given, including one in which post-
mortem histological examination of the metastases
showed cytological changes in the superficial layers of
carcinoma cells which were indicative of cell death.
No evidence of radiation toxicity was noticed in any
patient, including one who was given 5 mc. of labelled
albumin, 55 mc. of 1311, and 120 mc. of '98Au in 7 weeks.
The good response in these cases is difficult to explain in
view of the small dose received by the tumour cells,
which could hardly have caused severe destruction of
tumour cells. It would appear that the formation of an
effusion can be stopped by a dose of beta rays much
smaller than that necessary to cause tissue destruction.

V. M. Dalley.

Bronchogenic Large-cell Carcinoma. PATTON, M. M.,
MCDONALD, J. R., and MOERSCH, H. J. (1951). J.
thorac. Surg., 22, 88.

Many attempts have been made in the past to classify
bronchial neoplasms histologically, varying from a simple
division into " squamous " and "non-squamous " to
elaborate systems of subdivision. None have proved
really satisfactory for the following reasons: (1) extensive
microscopical examination of different areas of a tumour
may reveal appreciably different types of cell, (2) biopsy
specimens are frequently taken from the ulcerated and
infected surface of a tumour, where the cellular pattern is
affected by the inflammatory lesions superimposed. The
material presented in the present series of 4 papers from
the Mayo Clinic inherits many of the earlier difficulties,
but as more and more resected specimens become avail-
able for complete study, so does the accuracy of any
classification increase. The authors distinguish 4 main
groups: " small-cell carcinoma," " squamous-cell car-
cinoma," and "adenocarcinoma," which they define
carefully, and a heterogeneous group of " large-cell
carcinomata." Each of these groups is fully discussed
from the clinical, radiological, pathological, and thera-
peutic standpoints. [The original papers should be
consulted for details.]

Small-cell carcinoma. The cells in this type ofbroncho-
genic neoplasm are small only in relation to other cancer
cells, the average cell diameter being 8.7 V. and the average
nuclear diameter 7.3 [L. The cytoplasm is thus scanty.
The nucli show hyperchromatism and large, coarse
nucleoli, and pleomorphism is common. The incidence
of this group was 8.8% (75 cases) in a total of 849 cases
of primary bronchogenic carcinoma studied, anRonly
3.3% of cases occurred in women. The majority were
centrally placed growths (28 central to I peripheral).
Only in 35% of cases was the patient submitted to thora-
cotomy, and only in 50% of these (15 cases) was the
tumour resectable. In every case examined regional
lymph nodes were involved. Prognosis was very poor,
all but 2 patients (both treated by pneumonectomy)
being dead within 2 years.

Squamous-cell carcinoma. The characteristic histo-
logical features of this group include the presence of
intracellular bridges, epithelial pearls, keratinization, and
whorling. Cases eligible for inclusion are thus fairly
well differentiated and this is perhaps reflected in the
much better prognosis. Many of the less well differen-
tiated squamous-cell carcinomata are inevitably included
in the heterogenous " large-cell " group. The incidence
was 38% (321 cases), of which only 3.5% were in women.
Central tumours were the more common (2 central to
1 peripheral). Exploration was undertaken in 71 % of
cases and in 70% of these the growth was resected. Just
over 50% of the patients subjected to resection were alive
at the end of 2 years, compared with only 3.6% of the
remainder. Regional lymph nodes were involved in
43.7 % of the resected specimens, but no conclusion
regarding the effect on prognosis was justified from the
small number of cases recorded.

Adenocarcinoma. A definite alveolar, acinar, or
papillary structure or the formation of extra- or intra-
cellular mucus, with columnar or cuboidal cells, form the
characteristic features of this group, which made up
13.2% (112 cases) of the present series. Nearly 20%
occurred in women, while two-thirds of the growths
were peripheral. Exploration was carried out in nearly
70% of cases, and in 74% of these the tumour was
resectable, but the patient was alive 2 years after resection
in only 33% of cases. Great care was taken to exclude
cases of adenoma from this group; this is confirmed by
the relatively poor prognosis.

Large-cell carcinoma. This group includes all those
cases which do not fall into one or other of the above 3
groups, and members of the group are therefore admitted
largely by a process of exclusion. The cells on the whole
are large, but show marked variation in shape and
staining qualities. Giant-cell formation and areas of
necrosis are frequent. The 341 cases of this group made
up 40% of the total (a very high figure). Women were
affected in 14.6% of cases and the ratio of central to
peripheral growths was 1.4 to 1. The exploration rate
was 58 %, and in 56% of these the tumour was resectable.
The 2-year survival rate after resection was 43.6%.

[Taking all 4 groups together several important features
emerge: (1) there was a normal chest radiograph in only
an extremely small proportion of proved cases; (2) there
were no significant differences in age incidence in the
various groups; (3) there was a remarkably low incidence
of neoplasm of all types in the left lower lobe; (4) a
definite correlation appears to exist between the size of
the tumour and the prognosis. Thus the 2-year survival
rate for squamous-cell carcinomata less than 2 cm. in
diameter was 79 %; between 2 cm. and 5 cm. in diameter,
56%; and greater than 5 cm., only 23%.]

W. P. Cleland.

Pulmonary Carcinoma. EERLAND, L. D. (1950). Arch.
chir. neerl., 2, 213.
In this review of the 121 cases of pulmonary carcinoma

seen at the surgical clinic of the University of Groningen
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during the period 1940-9, the importance of early
diagnosis is stressed. A persistent cough, which was
present in 50% of early cases, or a change in its character,
demands a thorough examination. So also does any
case of virus or other pneumonia with delayed resolution.
Other frequent early symptoms were a feeling of dis-
comfort in the chest and a unilateral wheeze. Haemo-
ptysis as an early symptom occurred in only 5 % of cases.
X-ray examination and bronchoscopy are considered
the most important aids to diagnosis: in only 2 cases
was the x ray negative. The series consisted of 111 men
and 10 women, and the right side was affected in 76 cases
and the left in 45 cases. Oinly in the patients coming
to operation could the lobar distribution be estimated
accurately; on each side the upper lobe was affected as
often as the lower lobe.
The treatment of choice is pneumonectomy, but

lobectomy may be advisable in some patients because
of old age or impaired lung function. In judging the
fitness of the patient for operation, bronchospirometry is
valuable for measuring the function of the normal lung.
Angiocardiography may also give valuable information
by demonstrating the infiltration of mediastinal lymph
nodes, especially in cases of right upper-lobe lesions. A
dissection technique is employed by the author for all
resections, opening the pericardium if necessary, the
bronchus being closed with linen sutures and covered
with a flap of pleura. Bronchial fistula is "a rare
complication." Thoracotomy was performed on 81
patients and it was possible to resect the growth in 41
cases-4 lobectomies and 37 pneumonectomies being
performed. Of these resections 23 were only palliative.
The operative mortality was 7 out of 41, but with
improved technique there have been only 2 deaths in the
last 27 resections performed. Four patients have
survived 2 or more years. For palliative purposes in
cases where the condition is clinically judged to be
inoperable or is found to be so at operation, the " Bromp-
ton cocktail " (morphine, cocaine, and brandy) has been
found most efficacious. Deep x-ray therapy has been
found disappointing and its use has been almost
abandoned [though no details of the type of course
previously employed are given]. R. L. Hurt.

Segnental Resection of the Lung. MONOD, O., and
GHAZI, S. (1951). J. Chir., Paris, 67, 642.
Segmental resection of the lung demands identification

of the bronchus, vein, and artery passing to each segment
of the lobe, division of the appropriate vessels, and dis-
section from the centre to the periphery. For surgical
purposes, the lungs may be divided into 10 segments.
In the upper lobe 3 segments are recognized, apical,
anterior superior, and posterior superior; in the right
middle lobe are 2 segments, posterior and anterior (on
the left, superior and inferior); the lower lobe contains 5
segments, the apical, the paracardiac (on the right only),
the anterior and lateral inferior segments, and the
posterior. These segments are subject to considerable
variation, and in some cases may be subdivided into
subsegments.

In all, 63 operations on 41 patients are discussed in
this series; 3 procedures are described. There were 3
deaths, 3 cases were complicated by a fistula, and 1 by
empyema. Operation gives rise to little or no impair-
ment of respiratory function; indeed, on the whole,
function is improved by removal of the pathological
area.

[This article contains an excellent and detailed account
of the operative procedures in the various segments.]

Peter Ring.

Endoscopic Removal of Lipoma of the Bronchus. Report
of Two Cases. SOM, M. L., and FENERSTEIN, S. S.
(1951). Arch. Otolaryng., Chicago, 54, 341.

Benign neoplasms of the bronchus-of which the most
common is the adenoma-constitute 6%, of all tumours
of the tracheo-bronchial tree. Only 12 cases of pure
lipoma have been previouisly reported; 8 of these were
removed endoscopically and 4 were found post mortem.
Few cases have been reported of a lipoma situated in a
branch bronchus, and none in which it was found in the
trachea; nor has any case of multiple bronchial lipomata
been recorded. Of the 8 cases where the growth was
removed by endoscopy 7 were in men.
Lipomata are semi-firm, rounded masses covered with

intact mucosa, and are usually pedunculated; they never
metastasize or show malignant change. Symptoms are
due to bronchial obstruction or to erosion of the surface.
Obstruction causes the typical " wheeze," and the check-
valve mechanism in the expiratory phase. Later, stasis
may give rise to infection in the distal segment of the
lobe. Haemoptysis, which is an early sign in adenoma,
occurs late in lipoma and is usually secondary to infection
beyond the obstruction.
The authors report 2 personal cases from the Beth

Israel Hospital in New York. The first case was in a
man of 55, who gave a history of cough, pain in the chest,
intermittent fever, and recurrent haemoptysis for 15
years. Radiographs showed areas of infiltration in the
right lower lobe, with shift of the mediastinum to the
right and some elevation of the diaphragm on that side.
Bronchoscopy revealed a club-shaped tumour measuring
2x 1.5 cm. and attached by a pedicle to the wall of the
right lower-lobe bronchus. The tumour was avulsed en
masse with forceps. In 21 years there has been no
recurrence. In the second case a man of 59 had spas-
modic cough with occasional yellow sputum for several
years. He was admitted to the hospital because of a

painless haemoptysis lasting 2 days. There were some

atelectasis of the anterior segment of the right lobe
and a moderate mediastinal shift to the right. A
lobulated tumour measuring 2.3 x 1.8 x 1 cm. was found
attached by a pedicle to the spur of the right upper-lobe
bronchus, and was avulsed by grasping forceps.

F. W. Watkyn-Thomas.
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The Method of Choice of Excision of Hydatic Cyst of
the Lung. BAKULEV, A. N., and MEDVYEDYEV, I. A.
(1951). Khirurgiya, No. 3, 15.
The authors review Russian literature on hydatid cyst

(but the only foreign author's work that is mentioned is
Sauerbruch's writings of 20 years ago. They do not
seem to be aware of Australasian and South African work
on this subject). Their own experience covers a period
of 18 years, and was initially gained in- their clinic in
Moscow.
The part of the lung which contained the cyst was

elevated by stay sutures and was excised in one stage by
a circumferential incision, the cyst being removed from
its capsule which was washed by formol. The resultant
cavity was closed and the stay sutures used to anchor the
lurig to the parietal pleura. Subsequently fixation of
the lung to the parietal pleura was discarded and the cyst
was excised always with the chitinous layer and some-
times with the fibrous capsule as well. Large cysts were
resected along with surrounding lung tissue by a modified
V-excision from an area of lung controlled by two light
clamps and without regard to bronchovascular segments.
Individual cases are quoted. The operation was done
whenever possible in one stage. Ian Aird.

The Results of Surgical Treatment of Hydatid Cyst of
the Lung. VACCAREZZA, 0. A., and TRICERRI, F. E.
(1951). Prensa med. argent., 38, 1079.
This is a critical survey of 41 cases of hydatid cyst of

the lung operated upon within 5J years (1946-50) by the
authors. [This number in so short a period will seem
exceptional to thoracic surgeons in countries where the
disease is less common.] In 4 cases 2 operations were
required, so that altogether 45 operations and their
results are reported on. In 36 patients there was a
single cyst, in 4 double, and in 1 triple cysts. In 26 cases
the cysts were found in the right lung and in 15 in the
left lung. In 43 operations a general anaesthetic was
used and in 2 local analgesia.
There were no post-operative deaths. Nineteen

patients were cured outright; in the remainder a defect
persisted: in 14 of the thorax, in 2 of the lung, in 1 of
the bronchus, and in 5 of the pleura. Lobectomy was
carried out 17 times and segmental resection 21 times;
in 9 instances Fontana's method was used.
The authors conclude that further refinement in their

methods of differential selection will reduce the incidence
of post-operative complications, of which there were 7
immediate and 5 delayed. L. Michaelis.

The Surgical Treatment of Intractable Asthma. BLADES,
B., BEATrIE, E. J., and ELIAS, W. S. (1950). J. thorac.
Surg., 20, 584.
The authors discuss the surgical treatment of 38

out of 300 asthmatic patients at the George Washington
University Hospital, Washington. The selection of
cases for operation, the authors maintain, can only be
empirical because of the multiplicity of causative factors
and the ignorance of the physiology of the bronchial-

muscle nerve supply. As a control, 12 patients were
given an anaesthetic only; this in no way altered the
frequency of their attacks. Similarly, bronchoscopy in
controls did not give relief for more than a few days.
The authors found from dissection that the vagal nerve

supply to the left lung is much greater than that to the
right; the supply to the right pulmonary artery also
appears to be much less than that to the left.

Left-sided vagal denervation was carried out on 32 of
the 38 patients. Of these, 11 were free from asthma and
one was worse, one patient died (a man of 73 with cor
pulmonale). Of the 6 patients in whom bilateral
denervation was performed 3 were asthma free.

J. R. Belcher.

Technique and Results of Extrapleural Pneumonolysis in
the Treatment of Chronic Empyema. MATRAS, H.,
WARNERY, M., GRAGOIRE, M., and COROLLEUR, J.
(1951). Poumon, 7, 265.
Decortication of the lung alone, without removal of

the thickened membrane coating chest wall, diaphragm,
and the angles where parietal pleura becomes visceral,
results in pathological tissue being left behind, in the
reformation of the visceral layer, and in the continued
immobilization of the chest with impairment of its
function. Operation should have for its object complete
eradication of any chronic empyema cavity, with
complete liberation of the respiratory machine.

Since 1948 the authors have operated upon 44 patients
with chronic empyema (28 tuberculous), with only one
post-operative death. Of the tuberculous patients 23
made complete recoveries, there being 2 instances of
haemorrhage and 3 of failure to re-expand. In only 3
cases was lobectomy associated with the pleurectomy.
The whole length of a rib (usually the 6th or 7th)

overlying the empyema cavity is resected, with some-
times the posterior ends above and below, and the parietal
layer stripped manually from the chest wall. If the pocket
is large or if bronchial fistulae are present it is opened
early and evacuated, a cruciate incision being made and
the four leaves of the parietal layer thus formed cut away.
Decortication of the lung with removal of the visceral
layer is similarly performed, the plane of cleavage being
developed from the central cross towards the periphery.
Bronchial fistulae are often held open by thickened vis-
ceral pleura, so all scar tissue round their orifices is care-
fully excised and the fistulae themselves closed with silk
sutures. Particular care is devoted to clearing the angles
of reflexion in order that re-expansion may be homo-
geneous. Complete haemostasis and replacement of
blood loss are essential; and suction drainage is main-
tained for the first 3 post-operative days.

Geoffrey Flavell.

Segmental Resection for Pulmonary Diseases. CONKLIN,
W. S., and WESTERBERG, H. (1951). J. Amer. med.
Ass., 146, 633.
Segmental resection of the lung for bronchiectasis is

not the procedure of choice in every instance in which it
may appear applicable, since the incidence of post-
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operative complications is greater than after a complete
lobectomy; in lower-lobe bronchiectasis, for example, it
is questionable whether it is worth while preserving an
apparently normal apical lower segment. Nevertheless,
segmental resection is advisable in all cases of bilateral
disease in order to preserve as much functioning lung as
possible. In pulmonary tuberculosis segmental resection
is indicated for the same type of pathological change
that is usually accepted as indicating a lobectomy, but
until the late results are known a careful selection of
cases must be made. Segmental resection is specially
indicated in patients who have had previous collapse
therapy or in whom it is essential to preserve as much
functioning lung as possible.
An account is given of 50 segmental resections per-

formed since 1944, either alone or in conjunction with a
lobectomy. Of these resections 25 were for pulmonary
tuberculosis (apical lower segment in 18), 19 for bronchi-
ectasis (lingulectom) in 13), 2 for chronic lung abscess,
and one each for a cyst, suppuration behind an inhaled
tooth, a ruptured emphysematous bulla, and an arterio-
venous aneurysm. In the tuberculous group a broncho-
pleural fistula developed in 2 patients-one before the
use of streptomycin. Early sputum conversion was
obtained in all but 3 patients. In the non-tuberculous
group a fistula occurred in each of 3 patients with
bilateral bronchiectasis. In the whole series there was
one operative death and one late death.
The points of interest in the operative technique were:

(1) the intersegmental plane was developed by blunt
finger dissection, aided by traction on the segmental
bronchus, following the intersegmental vein towards the
periphery; (2) the bronchus was closed with interrupted
sutures of 0.017-cm. tantalum wire, and buried under a
flap of pleura or other adjacent tissue; (3) no attempt
was made to close the small alveolar leaks left in the raw
surface of the lobe; and (4) it was sometimes thought
advisable to perform a 5-rib thoracoplasty after an upper
lobectomy for tuberculosis, and this was done preferably
immediately after the resection. R. Lambert Hurt.

Apico-axillary Thoracoplasty. MORELLI, E., and Di
PAOLA, N. (1951). Dis. Chest, 19, 619.
The authors describe an axillary thoracoplasty con-

sisting of the complete removal of the upper 3 ribs,
resection of long segments of the 4th and 5th ribs, and
extrafascial apicolysis. The operation is performed
under local or peridural analgesia with the patient in
the supine position and the arm abducted. A good
exposure is obtained by using a special four-bladed self-
retaining retractor. The apex is invaginated by means
of a continuous spiral suture of catgut placed in the peri-
osteum and intercostal muscles, in an attempt to prevent
it from rising subsequently. Where large cavities are
present they are obliterated by suture if the bronchus is
open, or by aspiration and injection of streptomycin
when the bronchus is closed. The extrafascial space is
drained for 48 hours and refilled with air during the

early post-operative period. Rib regeneration is delayed
by destroying the periosteum with the thermocautery.
The authors are of the opinion that because of the soft

chest wall the conditions approximate to those obtaining
in artificial pneumothorax, and apply the term " atmo-
spheric pneumothorax" to the operation. Firm ban-
daging after operating prevents paradoxical breathing.
The first author advances the theories on which the

operation is based, and the other describes and illustrates
with figures the technique and the considerable number of
special instruments which are required to perform the
operation.
The advantages claimed for the axillary approach are:

(1) muscles are not divided, and the operation is therefore
short and relatively bloodless; (2) complete removal of
the ribs is easier; and (3) the wound is hidden in the
axilla-an important consideration with female patients.
[Disadvantages would appear to be the restricted ex-
pQsure and the large number of special instruments
required.]
The operation is used for unilateral or bilateral apical

disease of all types. For the preceding 3 years the
authors claim 720% complete recoveries, 15 % partial
recoveries, 10.6% progression of disease, and 2.400
deaths. [Numbers of cases are not, however, stated.]
The deaths were all attributed tomyocardial degeneration.

In the discussion following this paper, which was read
in Rome at the First International Congress on Diseases
of the Chest, Pascual describes the use of a costal insert
in association with a Semb thoracoplasty to prevent
subsequent rising of the apex. The graft is taken from
the highest non-resected rib, and inserted across the
apex between the costal cartilage and the corresponding
transverse process. F. J. Sambrook Gowar.

Streptokinase and Antibiotics in the Treatment of Clotted
Hemothorax. CARR, D., and ROBBINS, S. G. (1951).
Ann. Surg., 133, 853.
The use of the proteolytic enzymes streptokinase (SK)

and streptodornase (SD) in 9 cases of clotted haemo-
thorax (1 infected) and 1 of tuberculous empyema is
described. In all patients aspirations had ceased to be
effective, and 200.00) units SK with 70,000 units SD
was injected on alternate days with aspirations on the
intervening ones. Although no evidence exists that the
enzymes cause bleeding to start again or fistulae to
re-open by dissolving sealing clots, an interval of 14 days
was left before treatment was begun, maximum effect
being obtained by 2 to 3 injections of SK-SD. Results
were satisfactory in 8 cases, although once organized
fibrin coats have formed on the pleurae they cannot be
dissolved, nor are living cells affected. All patients had
a febrile reaction (up to 1040 F. or 400 C.) controlled by
amidopyrine, I g. thrice daily on the day preceding and
the day of injection; all felt some malaise; and 6 of the
10 complained of pleural pain, severe in one.

It is emphasized that the treatment provides no
substitute for decortication. Geoffrey Flavell.

284

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thx.7.3.277 on 1 S

eptem
ber 1952. D

ow
nloaded from

 

http://thorax.bmj.com/

