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high places.'2 The medical profession still behaves on
occasions like an Edwardian gentlemen's club, concerned to
close ranks against anyone with non-conformist tendencies
and taking on faith the integrity of "clubbable" individuals.

So what lessons should be learnt from an affair that has cost
round £300 000 and caused great distress to many patients,
doctors, midwives, and ordinary citizens ofTower Hamlets?

Firstly, the NHS should develop some machinery for
resolving conflicts between consultants when these are based
on clashes of personality. Perhaps there should be a
mediation procedure using a professional arbitrator with
counselling skills.

Secondly, managers should ensure that each division
within a district hospital has a consistent, agreed policy for
dealing with contentious clinical issues and especially with
those emergencies and decisions for which cross cover has to

be arranged. Junior staff should not have to try to remember
which consultant requires which approach; the approach
should be uniform.

Thirdly, deaths and disaster meetings should be held
regularly in all divisions so that any suspicions of inap-
propriate management are aired and discussed within a week
or two of the event.

Finally, London University and the Royal College of
Obstetricians and Gynaecologists-both ofwhom were well
aware ofthe conflicts long before they came to a head-might
ask themselves whether their studied refusal to become
involved might not have been mistaken. Someone some-
where should have acted sooner to attempt the reconciliation
that-will now be so much more difficult.
I O'Donnell M. One man's burden. BrMedJ 1985;291:746.
2 O'Donnell M. One man's burden. BrMedJ 1986;292:1282.

Hazards of bronchoscopy

The introduction of the flexible bronchoscope in 1968
heralded a rapid increase in the number of diagnostic
bronchoscopies, most of them performed under local anaes-
thesia by respiratory physicians. For visible tumours fibre-
optic bronchoscopy yields more positive biopsy specimens,
particularly from the upper lobe bronchi,- than rigid bron-
choscopy.'3 Transbronchial lung biopsy through a fibre-
optic bronchoscope often provides a positive histological
diagnosis in patients with diffuse pulmonary disease, such
as sarcoidosis, fibrosing alveolitis, and carcinomatosis,4
whereas transthoracic needle biopsy has high failure and
complication rates.5 In contrast, transbronchial biopsy is
much less successful than needle biopsy in obtaining tissue
from peripheral tumours, though the yieldmay be increased
slightly by cytological examination of bronchial brushings.

Fibreoptic bronchoscopy and transbronchial lung biopsy
are convenient to perform and well tolerated by most
patients, but there has -been a tendency to discount their
potential hazards. A survey of bronchoscopic practice in
Britain during 1983 has exposed these hazards.7 A 900/o
response to the-postal questionnaire, which was sent to all
440 respiratory physicians in Britain thought likely to be
performing bronchoscopy, showed that at least 40 000 bron-
choscopies (87% with the fibreoptic instrument) had been
performed in 1983 compared with an estimated 15000 in
1974. The mortality for fibreoptic bronchoscopy alone
was 0-04%, with an incidence of major complications of
012%; the figures for transbronchial lung biopsy were
considerably. higher (0-12% and 2-7% respectively). These
figures might well be underestimates since some less success-
ful bronchoscopists (including perhaps most of the 10% of
non-respondents) may have been reluctant to report deaths
and major complications.

Fibreoptic bronchoscopy itselfhas two potential dangers-
haemorrhage after biopsy of a tumour and an increase in
airflow resistance caused by what is in effect a foreign body in
the main airway.8 The latter is particularly apt to produce
hypoxaemia, and in somecases hypercapnia, in patients with
chronic bronchopulmonary disease. This is especially likely
if they are oversedated for the procedure, particularly with
opiates."' With transbronchial lung biopsy the risk of

haemorrhage is greater, and there is the additional complica-
tion of pneumothorax should the biopsy forceps penetrate
the visceral pleura.
The authors of the report emphasise that precautions that

could prevent deaths and reduce major complications are
often inadequate. Haemorrhage after biopsy, if more than
slight, is analarminganddangerouscomplicationoffibreoptic
bronchoscopy: vision is obscured, and the suction channel is
too narrow to remove large amounts of blood. The only
secure way to cope with moderate or severe bleeding and
prevent asphyxia is to insert a rigid bronchoscope and
keep removing the blood through a wide bore aspirating tube
until the haemorrhage stops. Unfortunately, few younger
respiratory physicians have the skill to pass a rigid broncho-
scope rapidly in an emergency, and so the risk of death from
haemorrhage related to biopsy may increase. Important
hypoxaemia during and after fibreoptic bronchoscopy under
local anaesthesia may be prevented by care in using sedation
and by giving oxygen.91213 These precautions are vital in
patients with respiratory insufficiency, who can and should
be identified by arterial blood gas studies before bronchoscopy
is undertaken. Since hypoxaemia puts patients at risk of
cardiac arrest, equipment for resuscitation should be close at
hand. Surprisingly, local anaesthetic agents seldom appear to
produce toxic effects even when delivered (as they often are)
in excessive dosage: half or more of the anaesthetic solution
may be removed by suction.
The incidence of pneumothorax after transbronchial lung

biopsy may be reduced substantially (from 2-90/o to 1-8%, the
report says) by radioscopic monitoring of the procedure.
This should now be mandatory. A chest radiograph should
always be taken before the patient is retuned to the ward,
and equipment for inserting an intercostal tube should be
immediately available.
The explosive increase in the number of fibreoptic bron-

choscopies between 1974 and 1983 must have been due
mainly to more ready recourse to bronchoscopy in patients
with suspected-lung cancer. In principle, that is admirable,
but perhaps too many high risk patients-the elderly, the
frail, and those with advanced chronic obstructive air-
ways disease-are now being subjected to an -invasive
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investigative procedure that is unlikely to influence manage-
ment. Respiratory physicians should not forget that bron-
choscopy in these patients may be dangerous as well as
pointless. A definite diagnosis of tumour may often be
obtained from sputum cytology, which has become much
more reliable in the past few years.
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Cryptosporidium and diarrhoea
Bacteriologists wishing to reduce the number of times they
report "stool culture negative" should discover how to look
for Cryptosporidium in patients with diarrhoea. The crypto-
sporidia are classified as coccidian parasites and are in the
same group as organisms such as toxoplasma. They were
recognised at the beginning of this century, but not until the
1960s and 1970s didveternarans emphasise their importance
in diarrhoea in animals. A wide population of domestic
animals and birds is now known to suffer from crypto-
sporidiosis,' and these animals may be the source ofinfection
in man.'

In 1976 Nime-and colleagues reported a 3 year old child
with Crptosporidm in a rectal: biopsy specimen and an
associated enterocolitis.3 Since this publication a deluge of
case reports, outbreaks, and series have been reported from
every continent in both immunocompromised and immuno-
competent patients. What, then, is the clinical importance of
this pathogen, where is it in the league table of organisms,
and why the sudden interest?
The reason for the increasing number ofpublications is the

development of easy and rapid methods for detecting the
oocysts of Cryptosporidiwn in stools. In a comparison of 10
different techniques -a Ziehl-Neelsen/carbol fuchsin stain
came out best in one series.4 Nevertheless, the Ziehl-Neelsen
technique is slow, and oocysts do not always stain with carbol
fuchsin, so that others prefer a 1% safranin/methylene blue
method which can be performed in two minutes and is
reliable.5 Skill and experience are important, since the
number of oocysts may be small.
The prevalence of cryptosporidosis in immunocompetent

patients is very variable. Laboratory skills are needed
whatever staining technique is used, and those laboratories
known to be interested in the condition may receive stool
samples because of that interest. Seasonal and geographical
variation have a considerable influence. A report from
Liverpool-gave isolation rates varyjng from less than 1% in
July to September to 5% in February to April.' In Canada a
similar pattern has been seen, with a low baseline of05-1 5%
and summer peaks -of 7%.7 The same high figures have been
reported from the rural areas of Britain.9

Despite the strong evidence of spread from animals to
man, person to person contact is probably more common.
Outbreaks are reported to occur in nurseries,'0 within

families," and in hospital staff caring for an infected
patient.12

Cryptosporidia have also been responsible for travellers'
diarrhoea in Finnish students visiting Leningrad.'3 In this
particular report, the cryptosporidia were isolated from the
stool along with Giardia lamblia. The association of the two
organisms seems not to be by chance and has been the subject
of further comment.'4
The clinical manifestations vary. They are predictably

severe in immunocompromised patients, who may develop
life threatening diarrhoea-as is seen in those with the
acquired immune deficiency syndrome'5; more protracted
diarrhoea may be seen in children with leukaemia being
given chemotherapy.2 The usual presentation in the immuno-
competent patient is an unpleasant illness with diarrhoea
lasting up to 14 days. Abdominal pain is common and may
precede the diarrhoea- mimicking appendicitis. Treatment is
entirely supportive; the condition is self limiting. The stools
usually clear by two weeks, though transient asymptomatic
carriage has been reported.'6 Failure to thrive has been
described in two children with small bowel enteropathy and
definite evidence of infection-oocysts in the-stool in one
case and cryptosporidial schizonts in the jejunal mucosa in
the other.'6 In jejunal biopsy specimens the schizonts are
attached to the mucosa without actual evidence of penetra-
tion. The diarrhoea, however, is presumed to be secondary to
mucosal damage. Bloody diarrhoea is unusual, but it has
been described once in a 9 year old girl with longstanding
symptoms after contactwith calves. 1" Treatment is considered
necessary only in the immunocompromised, but no agent is
known to be-,effective at present. In one report of crypto-
sporidiosis complicating the acquired immune deficiency
syndrome the macrolide antibiotic spiramycin was of some
benefit in six out ofnine cases."

Cryptosporidium is, then, an important organism epidemi-
ologically. At some times of the year, in some parts of the
world, it will be second only to rotavirus in frequency of
isolation. Whether to search for the organism routinely
depends on the type of patients in the hospital and the funds
available.

In hospitals looking after immunocompromised patients
or many children with gastroenteritis examining the stools
for this organism should be routine. In the district general
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