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other proteins once it has been split off from
the combined state.-I am, etc.,

S. PADMANABH.
Coventry and Warwickshire Hospital,

Coventry.

Cytology after Brondicoscopy

SIR,-We realize it is widely held that
post-bronchoscopic sputum examinations for
malignant cells may lead to false positive
results owing to changes produced by the
passage of the bronchoscope. This opinion
is expressed again in the paper on lung
abscess by Mr. Geoffrey Flavell (23 April,
p. 1032).
We feel that this is too cautious a view to

hold, because though changes are undoubtedly
produced they do not, in our experience, lead
to false positive results.

In a carefully correlated series at this
hospital our practice was to examine one
sputum specimen before and two specimens
immediately after bronchoscopy together
with the total bronchial aspirate. In six of
our first 200 cases post-bronchoscopic speci-
mens gave the first correct positive result and
in 1,484 cases we have not had a false
positive result from a post-bronchoscopy
specimen. We consider the examination of
post-bronchoscopic specimens as most valu-
able, as desquamated epithelial cells do not
resemble malignant cells.

Over the past three years our pick-up rate
by cytology is 85%,' and our false positive
reports are 6 out of 1,484 cases (0.4%).-
We are, etc.,

Poole Hospital, M. WALTON.
Middlesbrough. H. MCTAGGART.
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Hazards of Tracheostomy
SIR,-The complications of a trache-

ostomy, whether temporary or permanent,
are numerous, but a rare hazard which is
occasionally encountered occurs when the
tip of the tracheostomy tube ulcerates through
the anterior wall of the trachea. In a recent
case the ulceration had extended through the
trachea, and a fistula had formed between the
latter and the innominate artery, resulting in
a sudden torrential haemorrhage and death
(Fig. 1). In this particular case the
tracheostome was permanent after a
pharyngo-laryngectomy for a post-cricoid
carcinoma. The trachea had been neces-
sarily transected rather low in the neck
because of the downward extension of the
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growth, and a satisfactory fitting of the
tracheal tube could not be obtained because
of the curve in the tube. Retrospectively it
seemed that a virtually straight tube was
required, and indeed after many laryng-
ectomies it would seem that a tube of this
type would appear to be the most suitable
for use in the early post-operative stage
(Fig. 2).
The essential point is that normally the

trachea is parallel to the skin between the
inferior border of the cricoid cartilage and
the thoracic inlet. Thereafter the trachea
points towards the middle of the thorax-
that is, posteriorly-and the skin covering the
chest moves away from the direction of the
trachea. This means that a tube which is
basically right-angled, like the conventional
tracheostomy tube, tends to erode the anterior
wall of the trachea if it is used when a low
tracheostomy has been performed.
A new tube has therefore been designed

as a modification of the Shaw-Colledge tube,
the essential feature being a detachable
flange which ties round the neck in the nor-
mal manner, and to this is loosely attached
a tube having an inner and outer part, but
which has only the slightest of curves. The
outer part of the tube has an extension to
allow satisfactory location of the laryng-
ectomy dressings. The inner tube does not
extend internally beyond the outer tube as
with normal tracheostomy tubes (Figs. 3
and 4).
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The tracheostomy tube is manufactured
by Messrs. Down Bros. in various sizes and
the tube is available in three lengths: 35
mm., 45 mm., and 50 mm., but with the
same degree of curvature; the different
lengths are available to accommodate various
situations met with after a laryngectomy, but
in all cases the shortest possible tube should
be used.

I am indebted to Miss L. Pegus of the Art
Department, the Royal Marsden Hospital, for
the diagrams.
-I am, etc.,

S. GRAHAM THOMPSON.
Royal Marsden Hospital,
London S.W.3.

Pulmonary Embolism

SIR,-Your leading article on pulmonary
infarction (7 May, p. 1129) emphasized
" the need for early and accurate diafgnosis
of pulmonary embolism and infarctin. ' and
commented on the value of the various radio-
logical and biochemical tests. One feels that
some comment might have been made on the
value of scintillation scanning in the early
diagnosis of this condition.

In principle, lung scanning makes use of
the fact that the lung capillaries trap minute
emboli (50 microns in size) of aggregated
human albumin labelled with a radioactive
isotope. Following intravenous injection the
activity in any part of the lung is directly
related to the blood flow.' Areas with
reduced blood flow such as follow a pul-
monary embolism show up on the scan as
cold areas, often before x-ray changes are
apparent.2
The time required for the test has been

greatly reduced by the use of technetium 99m
instead of iodine-131-labelled macroaggre-
gated albumin.3 Using 4.5 millicuries of
technetium 99m it is now possible to make
an adequate picture on the gamma camera
within 10 seconds, or a conventional scan in
approximately 20 minutes.

Since many conditions can cause an altera-
tion in pulmonary blood flow, the presence
of a cold area on a lung scan is not diagnostic
of pulmonary embolism, but in conjunction
with the clinical history it should help in the
earlier diagnosis of this condition.-I am, etc.,

V. R. MCCREADY.
Institute of Cancer Research,

Sutton, Surrey.
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SIR,-In your leading article, " Treatment
of Pulmonary Embolism" (22 January,
p. 183), there is detailed discussion of surgical
methods of relief and some reference to the
place of anticoagulants in treatment. But it
seems extraordinary that, in an article which
purports to give a comprehensive review of
the literature, there is no mention of fibrino-
lytic therapy. Fibrinolytic agents-either in
the form of activator (streptokinase) or
human fibrinolysin-are now readily avail-
able. Very encouraging results'-3 are
reported in an already extensive literature
on the use of these agents in thrombophlebitis
and pulmonary embolism.
As your writer points out, in approxi-

mately 50% of cases there is evidence of
peripheral thrombosis-usually in the legs-
for some time before the acute catastrophe
occurs. This is a particularly favourable
stage for fibrinolytic therapy, which appears
to carry little or no risk of dangerous frag-
mentation of the peripheral thrombus. On
the evidence, even after pulmonary occlusion
has occurred, some cases may be saved by
this treatment alone. In any event highly
skilled surgical aid may not always be avail-
able in time. No special skill is necessary
to give fibrinolytic preparations intraven-
ously, and risks of treatment are slight.-I
am, etc.,

Hobart, Tasmania. D. H. WATERWORTH.

REFERENCES
Sheffer, A. L., Lister, S., and Nemir, P., Angio-

logy, 1961, 12, 165.
2 Clifton, E. E., Amer. 7. Cardiol., 1960, 6, 476.
3 Singher, H. O., and Chapple, R. V., Clin. Med.,

1959, 6, 439.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5499.1358-a on 28 M
ay 1966. D

ow
nloaded from

 

http://www.bmj.com/

