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pushed into the trachea during intubation. It was
then rather difficult to remove the prosthesis
without damaging the vocal chords.

Attention was recently drawn to,this prob-
lem when Coman described three similar
cases in Australia.' The most alarming situa-
tion was when a patient inhaled his partial
denture at the beginning of a parachute
jump.
There is an obvious need for greater

awareness of the risks of wearing these
prostheses. Various measures would mini-
mize the risks to which the case described
draws our attention. Firstly, there should be
some radio-opaque material included in the
prosthesis. Secondly, the incorporation of
metal clips to attach the prosthesis to neigh-
bouring teeth reduces the dangers of dis-
lodgement-though such hooks are not with-
out dangers. Coman describes a para-
oesophageal abscess resulting from a hook
causing the prosthesis to become stuck in the
oesophagus for some three weeks. Thirdly,
regular checks to ensure that the prosthesis
fits well are essential.

It would seem a wise precaution to remove
these potentially lethal Dieces of apparatus
before engaging in violent exercise and prob-
ably also at night. Neither of these pieces of
advice was given to the patient in question.

I am, etc.,
HARVEY WHITE

London N.1

I Coman, W. B., Medical 7ournal of Australia,
1972, 2, 1126.

The Cystic Meniscus

SIR,-The assertation in your leading article
(1 Septemiber, p. 466) that "removal of the
cysts alone results in a high proportion of
recurrence" is not my experience in operat-
ing on 19 cases of cystic menisci wi,thout
tear, treated by local excision of the cystic
areas. Eighteen cases were followed up, all
for more than two years and some dating
back to 1961. No recurrence of the cystic
condition was found. I agree that complete
removal of the cysts and meniscus may
sometimes be a difficult procedure. Removal
of the cystic area leaving the intact meniscus
spares the joint much trauma. The con-
valescence following preservation of the
meniscus is quicker. The meniscus has im-
portant functions and should be preserved
if possible. Removal of the cvstic area re-
lieves symptoms and gives a stable knme
joint.
The patient is positioned as for meniscec-

tomy with tourniauet. Incision is made over
the centre of the swelling downwards and
medially. The capsule is split in line with
the skin incision. This is usually slightly
more posterior than the capsule incision for
lateral meniscectomy-that is, it is not
through the weak area which is situated
between the patellar tendon and the strong
band which forms the medial margin of
determination of the iliotibial tract. The
capsule is undermined with a scissors.
Oedema of the synovia overlying the cystic
area is often noted. The outer margins of
the cystic area are defined through the split
capsule before anything further is done. A
small transverse incision is made along the
joint line-aibove the cystic area if possible.
This opens the joint and with a three sharp-

pronged retractor, the meniscus is pulled
towards the operator. If a tear of the
meniscus is present, the meniscus is re-
moved together with the cystic area. If the
meniscus is intact, the cystic degenerated
area is cut cleanly off the meniscus with a
knife. The raw area of the intact meniscus
is inspected and if any glistening spots are
present, they are scraped off with a knife
until the remaining meniscus is clear of all
little cystic areas. The capsule is closed
without difficulty sometimes leaving a gap
in the synovia, which does not seem to
matter.-I am, etc.,

JOHN P. KELLY
Orthopaedic Hospital,
Croom, Co. Limerick
Ireland

Seat Belts

SIR,-To date, the seat belt balance sheet in
Victoria, Australia, is impressive. On the one
side is tihe compulsory fitting of seat belts
in cars manufactured in the year 1969 and
subsequently. On the other side is the
lowered mortality and dramatically reduced
incidence of eye injuries, facial middle third
fractures and lacerations, spinal and head
injuries, and crushed chests. Injuries caused
by seat fbelts are minor compared with the
certain death prevented.
No claim is made that the best designs

are used, but it is known that the simple
two-point lap belt is effective; the three-
point lap-sash belt more so. And it is known
tihat people will not wear seat belts until it
becomes compulsory, as it is in any air-
liner taking off or coming in to land.

So definite is the evidence in favour of
seat belts that the Road Trauma CommittCe
of the Royal Australasian College of Sur-
geons now seeks extension of the legislation
to make it compulsory that all occupants of
all motor vehicles be restrained at all times.
The design of a suitable harness for small
children imposes a problem, but it is one
that must be solved because of the merciless
way that children are tossed about inside a
motor vehicle which brakes sharply, or is
involved in a collision.

Professor W. Gissane is correct when he
concludes his letter (30 June, p. 772), by
saying: "Perhaps, after all, the Australian
legislators were right in introducing com-
pulsory belt wear even at this stage of belt
design development."-I am, etc.,

E. S. R. HUGHES
Chairman, Road Trauma Committee,

Royal Australasian College of Surgeons
.Melbourne, Australia

Grades of Hypothyroidism

SIR,-We have noted the comments of Drs.
R. L. Himsworth and Patricia M. Fraser
(4 August, p. 295) and would like to take up
the points they raise.
They claim that the group of subjects with

subclinical hyporhyroidism are the key
patients in this group. We would not support
this view, and would point out that the
purpose of our original paper was merely to
demonstrate that there is a spectrum of
thyroid function between normality and
overt ,thyroid disease. The placing of patients

in categories was carried out to allow the
data to be examined more easily. Clearly
other classifications could be evolved with
more or fewer categories, but it is our view
that the definitions which we have suggested
provide a practical classification for the
further study of subjects with thyroid failure.
More detailed studies in the future may
demonstrate that some other classification is
more suitable, which we shall then be very
happy to adopt.

Drs. Himsworth and Fraser are quite
correct in saying tchat we do not state the
absolute upper limit of serum TSH in the
normal population, and we would aoologize
for the incorrect reference. The upper limit
of normal which we use is 4 AU/ml. The
problem of defining a normal range is a
complex one since all published TSH assays
contain normal val-ues which are derived
from hosnital populations, and the use of
such data has considerable limitations.' This
is particularly true in relaftion to ,thyroid
disease in view of the high prevalence of
undetected autoimmune thyroid disease and
goitre in the general Dopulation. We are
currently carrying out a large scale com-
munity survey to clarify this and other prob-
lems. Irt is, however, pertinent to raise two
points which would suggest that the value
we currently use is probably very close to
the "true" uner limit of normal.

(a) A preliminary assessment of data from
236 subjects in our community survey re-
veals that values in excess of 4 auU/ml have
been found in only seven subjects (2 9%)
and only two of these values exceeded
5 ,U/ml (5-8 and 7{0). The subjects re-
ported in our paper had a mean serum TSH
of 11-2 gaU/ml, and 20% of these subjects
had values greater than 20 gU/nl. Clearly
there may be some overlap -between our
groups 3 and 4 and this was implicit in our
description of a spectrum of thyroid func-
tion. However, nearly all these subjects had
TSH values in excess (and often greatly in
excess) of any value which we *have ob-
served in a normal subject.

(b) The subjects with subclinical hypo-
thyroidism were selected on the basis of a
raised TSH concentration alone, in the
absence of symptoms. All but three of tihese
subjects were later found to have circulating
thyroid antibodies-emphasizing the pres-
ence of thyroid disease.

It is, of course, not possible to state with
certainty the mechanism by which an
elevated TSH is sustained in the patients
with subclinical hyoothyroidism. We would
generally assume that such subjects were
compensating for marginally reduced
thyroid function by an elevated TSH. It
seems likely to us that this is mediated
through the circulating T4 and T3 concen-
trations since it has been demonstrated that
very small variations in thyroid hormone
concentration (within the normal range for
the population) can have a major effect on
TSH secretion.23 We would agree that this
remains an open question.

Finally, one must take issue with Drs.
Himsworth and Fraser's last sentence. The
term suibclinical hypothyroidism does seem
appropriate since the subjects were asympto-
matic and had an elevated serum TSH con-
centration implying suboptimal circulating
thyroid hormone concentration at hypo-
thalamic-pituitary level. Clearly it is possible
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