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advances in bronchoscopy, bronchial brush biopsy, and
cytological examination of sputum may provide a positive
diagnosis of tumour in a small proportion of these cases,
negative findings do not exclude that diagnosis and should not
be allowed to influence the decision on whether or not to
advise resection of the lesion.
Some patients may be unfit for surgical treatment because

of poor respiratory function, but there is no consensus of
view on how they should be managed. Radiotherapists are
often reluctant to irradiate a pulmonary lesion when there are
no substantial grounds for a diagnosis of bronchial carcinoma,
but will usually be prepared to do so if the opacity definitely
increases in size after a period of observation. Since tuber-
culosis is the most likely alternative diagnosis in these cases
many physicians advise antituberculosis chemotherapy during
this period if the patient is a positive tuberculin reactor, on
the assumption that there is nothing to be lost by "treating the
treatable." Reduction in the size of the lesion after three or
four months of treatment gives indirect confirmation of the
diagnosis. Sputum or laryngeal swabs should have been
examined for Mycobacterium tuberculosis in every case as part
of the primary investigation. Another approach sometimes
advocated is to give a test dose of x-ray therapy to the lesion.
If it diminishes rapidly in size a diagnosis of bronchial
carcinoma may be assumed, and a full course of treatment
should then be given.

In younger patients solitary pulmonary nodules are more
likely to be benign than malignant; and this might be expected
to alter the approach to their management, but in practice
many of these lesions are still being resected unless they are
calcified. In a recent study by Trunk et al.1 of 137 patients who
had solitary pulmonary nodules resected, there were 44
patients under the age of 35, and in none of these cases was
the lesion a bronchial carcinoma. In a review of the literature
Trunk et al. found that less than 1% of all resected solitary
nodules in this age group were malignant, and they concluded
that operation was unnecessary in such cases. On the other
hand, thoracotomy is not a hazardous procedure in this age
group, and resection of the lesion can provide, at little risk
to the patient, the welcome security of a definite diagnosis,
which in most cases will eliminate the need for a long period
of regular observation. Many of these patients will also be
spared unnecessary antituberculosis chemotherapy-often
advised if the tuberculin test is positive. No rational policy can
be formed on the management of individual patients in the
face of these confficting philosophies, and until better methods
of diagnosis are available there will always be a difference of
opinion on whether or not to resect solitary pulmonary nodules.

Virtually all lesions in which deposits of calcium can be
demonstrated are benign and should not be resected. Calci-
fication may be difficult to detect on conventional x-ray films,
and the investigation of solitary pulmonary opacities should
always include tomography. The differential diagnosis of a
calcified opacity is mainly between tuberculosis and hamar-
toma, and the only problem in these cases is to decide whether
or not to advise antituberculosis chemotherapy. In general,
this should be given if the patient is a positive tuberculin
reactor and if a substantial portion ofthe opacity is uncalcified,
but even in these cases it may be justifiable, particularly if the
lesion has a sharply defined margin and is thus more likely
to be a hamartoma, to withhold treatment provided the
patient can be kept under observation.
Many patients who present with solitary pulmonary

opacities have been x-rayed before, and re-examination of the
earlier films, if they are available, may confirm that the lesion
has been present for long enough to exclude a diagnosis of

bronchial carcinoma. It that way a useful number of un-
necessary thoracotomies can be avoided.

1 Trunk, G., Gracey, D. R., and Byrd, R. B., Chest, 1974, 66, 236.

Spinal Manipulation
A perennial area of conffict between orthodox and fringe
medicine lies in the place of manipulative therapy for spinal
pain. The British Association for Rheumatology and Rehabili-
tation, with the support of the D.H.S.S., recently organized a
multicentre controlled trial of the effects of manipulation on
low back pain, and the results appear at p. 161.
Any investigation of spinal pain is beset by the difficulty of

finding objective, measurable features. The main symptom is
pain, and the signs of limited movement and limited prone
and supine leg szetching are largely secondary to pain.
Patients were admitted to the trial only if they were aged
20-50, had painful limitation of movement of the lumbar
spine, and had no contraindication to any ofthe four treatments
compared. It could be argued that it would have been better
to limit the trial to two groups: one to be manipulated (mobili-
zed) and one to be corseted (immobilized). The addition of
two more groups, one treated by physiotherapy of choice and
the other by analgesic tablets, contributed little and may even
have blurred the focus on the early response to manipulation
by halving the numbers available for analysis. Since manip-
ulators from several "schools" participated, including an
osteopathic physician, it was not possible to standardize the
techniques used.
The results hinted that manipulative treatment may give

quicker relief than the other treatments used, but by three
weeks there were no marked differences. Glover' reported a
similar finding in a single-blind trial comparing manipulation
with detuned shortwave in 81 patients: more ofthe manipulated
patients achieved immediate relief, but this difference was no
longer apparent at the end of a few days.
The results bear out the clinical impression that low back

pain is a recurrent syndrome with periods of exacerbation
which may last up to eight weeks but which tend to settle
spontaneously. Undoubtedly some patients can be dramatically
relieved by manipulation, as anyone who has experienced this
personally will bear out, but such cases are difficult to preselect.
Further studies should, perhaps, be designed specifically to
assess the benefit of manipulation within the first week of
lumbago with recent onset. There is no indication that in the
long term manipulation affects the outcome either favourably
or adversely. Since for the forseeable future facilities in the
hospital service will have to be rationed no case has been shown
for providing widespread facilities for manipulation.

Glover, J. R., Transactions of the Society of Occupational Medicine, 1971, 21,
2.

Fetal Damage from Breech
Birth
Trauma, often associated with asphyxia, is the main threat to
the life of the baby in breech birth, though other factors such
as low birth weight, placenta praevia, and congenital anomalies
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contribute to the fetal loss. When due allowance is made for
these other complications the perinatal mortality remains
approximately four times that for vertex presentation when
similar corrections are made.1 2 Trauma is not confined to the
fetal brain and its coverings. Railis, after an extensive review
of the literature, concluded3 that breech delivery (especially
when assisted) is the chief cause of birth injury to the liver,
anus, external genitalia, spinal cord, long bones, and sciatic
nerve. He has recently claimed that the frequency and im-
portance of muscle injuries in babies born by breech presenta-
tion have not hitherto been recognized.4 Injury to the sterno-
mastoid muscle is generally acknowledged because of the
clear relation between breech delivery and torticollis or
sternomastoid tumour. But from his painstaking necropsies
(including extensive dissection of the muscles) of 86 babies
who died after breech delivery, Rali§ found4 that the com-
monest type of trauma was injury to muscles and soft tissues
of the back and lower extremities. These muscle injuries were
frequently extensive and associated with evidence of crush
syndrome in other organs and disseminated intramuscular
coagulation. In some cases the extent of the muscle damage,
not too obvious on external examination, was sufficient to
account for death.
The evidence that trauma and asphyxia may seriously

prejudice the well-being of survivors is less convincing.
Yates5 6 has shown that twisting and stretching of the neck in
breech delivery can result in various degrees of damage to the
vertebral arteries carrying blood to the brain stem, cerebellum,
and occipitotemporal regions of the brain. These injuries can
kill the child, but he has postulated that when less severe they
may lead to infarction of parts of the brain which have little
or no function at birth, giving rise to neurological disability
later in life-cranial nerve palsies, damage to the audio-
vestibular nuclei of the brain stem, damage to the inner ear,
and interference with the reticular tissue of the upper brain
stem, which may show as hyperkinetic states. And Yates
believes that the only convincing explanation for cerebral
palsy of the atactic cerebellar type is an ischaemic lesion
resulting from some sort of obstruction of the vertebral
arteries at birth.

Neligan et al.7 have recently reviewed the published evidence
that clinically recognizable brain damage among survivors of
breech delivery is sufficiently great to influence the obstetrician
in his management of breech delivery. There were wide
differences between the findings of different workers. Some
found8-'0 an increased incidence of breech deliveries in cases
of cerebral palsy but not in cases of epilepsy or mental re-
tardation. Churchill"1 reported the opposite-a marginal
increase in cases of cerebral palsy and a great increase of
breech delivery in cases of epilepsy. In 221 cases of cerebral
palsy Asher and Schonell'2 found no more than the expected
evidence of breech delivery. The fact that these sorts of
studies are mostly based on medically selected groups of
children makes for difficulties in securing suitable controls for
comparison.'3 There are few well documented studies with
adequate controls based on large representative communities.
One of the best is that reported from Aberdeen by Birch
et al.,4 and this did show an increase in breech delivery
among severely handicapped children, but the evidence for
the increase consisted of two cases.
As part of a series of studies in Newcastle upon Tyne, based

on the examination and follow-up of all births in that city
between 1960 and 1962, Russell and Neligan and their
colleagues7 15 have looked at the long-term effects of breech
birth. At the age of 5 years they found the mean I.Q. of
children who survived breech delivery was below that for

spontaneous vertex, forceps, and caesarean births, but the
difference was relatively small. This held for all ages, weight
groups, and social classes. They found, however, that the
adverse effect of breech delivery as judged by objective tests
at the age of 5 years was confined to boys.7 Further objective
assessments carried out at the age of 10 years showed that
there was no longer any significant difference between breech
and vertex groups of the same sex. Neligan, Prudham, and
Steiner7 argue that on present evidence any case for altering
the obstetric management ofbreech birth must rest more upon
the reduction of perinatal deaths than on any hope of reducing
brain damage among survivors.
What, then, can reasonably be done to reduce the perinatal

death rate in breech birth ? In an attempt to lower the incidence
of premature labour it would be reasonable (as in cases of twin
pregnancy) to admit the mother to the antenatal ward for
complete rest some six weeks before term. Again, all cases of
breech birth should be under the personal care of an experi-
enced and skilled obstetrician. The size of the fetal head and
the maternal pelvis should be assessed as precisely as possible,
and the sinister association of dysfunctional labour and slow
descent of the breech should be accepted as evidence for
urgent reappraisal and probable operative delivery. A system
of scoring or "risk index," as described by Zatuchni and
Andros,16 may well help the clinician identify at an earlier
stage those cases where delivery by caesarean section would
be safer for the child. And there is evidence17 that when the
fetal blood pH can be checked repeatedly during labour the
obstetrician is better able to decide when labour should be
terminated by caesarean section. With an older mother
(especially a primigravida), or where there has been difficulty
in conceiving, or the pelvis is judged to be small, or the baby
large, or where there is some associated problem like placenta
praevia the baby is best delivered by caesarean section
(obstetricians should remember that it is always possible to
cause intracranial damage if the fetal head is delivered too
quickly and with insufficient control through the uterine
incision). Moir'8 estimated that some 5 to 10% of cases of
breech presentation required caesarean section for these sorts
of indications, but the tendency in recent years has been for a
more liberal policy towards caesarean section, and the figure
in most hospitals now is likely to be nearer 20%.
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