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nosis best made on basis of combined clinical,
radiological, and pathological data (p. 642).
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retraction (p. 645).
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matched study of mean blood pressure levels
shows apparently higher levels in Tiree com-
pared with the mainland of Scotland (p. 651).
Mammography: Valuable accessory diagnostic
role in diagnosis of breast lesions (p. 655).
Percutaneous Nephrostomy: Found to be safe,
acceptable method for temporary drainage of
obstructed kidney (p. 657).
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that subclinical viraemia not uncommon in blood
donors (p. 660).
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injections ('p. 663). Leader at p. 635. Letter
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his " Current Practice " article.
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Deep Vein Thrombosis: Diagnosis and medical
and surgical management discussed by three
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683).
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Safety of L-dopa: Warning on some prepara-
tions by Committee on Safety of Drugs
(p. 697).
Organization Committee: Discussion on consti-
tution of Representative Body (Supplement,
p. 63).
General Medical Council: Report of Disci-
plinary Committee's proceedings (Supplement,
p. 64).

New Hazards for the Newborn
The immediate feeding of premature infants1 with undiluted breast
milk was shown to be especially important by Victoria Smallpeice and
Pamela Davies.' They demonstrated that early and adequate feeding
not only lowered the serum bilirubin level but also almost eradicated
symptomatic hypoglycaemia.

These undoubted advantages of the eaily feeding of undiluted breast
milk to premature babies have probably led to a tendency to give greater
quantities of high-calorie feeds to all infants.' Few paediatricians
would argue against the advantages of this type of management of the
newborn, though it has been suggested5 that one of the results has been
an increase in the incidence of neonatal tetany due to hypocalcaemia.

Another possible result of early high-caloric feeding was suggested by
R. C. M. Cook and P. P. Rickham in a paper presented at the 16th Inter-
national Congress of the British Association of Paediatric Surgeons this
summer. Eight cases of intestinal obstruction due to milk curds have
been seen in two years, and in discussion it was evident that several other
similar cases had been seen recently in the United Kingdom and other

parts of Europe and in the United States. In none of the eight cases

was the obstetric history of special significance, and none of the babies
had received any drugs. All the babies, only two of whom were premature
by dates, passed meconium normally and started a feeding regimen with
either reconstituted dried milk or diluted liquid concentrates. In only
one case was anything unusual discovered about the feed preparations
and that was in a child who had crushed rusks added to Ostermilk.
The children presented at 5-14 days of age with typical evidence of

low small-bowel obstruction, showing abdominal distension, bile-stained
vomiting, and constipation. In half of them the loaded loops of small
intestine could be felt and recognized with such confidence that in one

case no operation was performed. At laparotomy in the other seven cases

the majority required ileostomy or colostomy in order to wash out the
curds, though in two the curd obstruction was so short that the curd
could be massaged through the ileocaecal valve into the caecum. One
infant who had a relatively short gut was the only one with an anatomical
abnormality of the intestine. Two grossly premature babies died; all the
other children made an uninterrupted recovery.

The authors point out that this type of obstruction differs from other
intraluminal obstructions of the intestine in newborn babies in that its
onset is some days aftet normal meconium, changing stools, and milk
stools have been passed. They suggest that the condition has something

to do with the baby's feeding. Only one of their children was breast-fed
and even that for only one week, during which time the infant had no

abdominal troubles, and it took another week on artificial feeds before he
developed intestinal obstruction. They also point out that all the infants
were receiving either diluted milk-feed concentrates or reconstituted
"roller-dried " milk powders; none of them was receiving a spray-dried
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milk powder. No abnormalities in stool tryptic activity,
plasma protein levels, or intramural ganglionic plexuses were
found. In four of the children carbohydrate- and protein-
absorption studies were carried out. These showed a tem-
.porary deficiency of absorption of sugars but a persistent
deficiency of protein absorption, though this absorption defect
was subclinical. It is suggested, therefore, that obstruction
by milk curd will be encountered only when early high-caloric
feeding is instituted in babies who have a subclinical
deficiency in their capacity for absorbing proteins and amino-
acids.

While it would be wrong to hold the occasional adverse
result as an argument against the early feeding of both the
premature and the full-term baby, this series of cases once
more emphasizes the disadvantages of artificial feeds as
distinct from breast milk, and also emphasizes the point that
bile-stained vomiting in the newborn, whether it is within
the first two or three days or in the first two or three weeks
of life, indicates intestinal obstruction until proved otherwise.

Lung Scanning
Radioisotope scanning of the lungs has become widely used
since it was introduced by G. V. Taplin and his colleagues
in 1964.1 Radioactive particles, measuring 20-100 tt in
diameter, are given intravenously and become impacted in
the small pulmonary arterioles. The distribution of these
particles, which is proportional to the blood flow in the
pulmonary arteries, at the time of injection, is readily shown
by scintillation scanning. The radiation received by the
lungs using particles of human serum albumin labelled with
Technetium-99m is small, being comparable to that received
during a routine chest radiograph.
Lung scanning is of most value in the diagnosis of pul-

monary embolism,'-5 particularly in its early stages. Charac-
teristically, it shows defects in perfusion of the lungs, which
are usually multiple and often more extensive than would
be expected clinically or radiologically. Lung scans have
also been carried out in many other respiratory and cardiac
conditions such as carcinoma of the bronchus,68 chronic
bronchitis, emphysema,9 asthma,"0 pneumonia, tuberculosis,"
bronchiectasis, sarcoidosis, fibrosing alveolitis, chronic rheu-
matic heart disease,' congenital heart disease,2 and congestive
heart failure. In all these conditions the pattern of perfusion
is disturbed, and any of them must be borne in mind in the
differential diagnosis of the chest radiograph and the lung
scan carried out for suspected pulmonary embolism. In
particular, chronic bronchitis and emphysema account for an
increasing incidence of abnormal scans in older patients.

Comparison of lung scans with the more hazardous" but
definitive procedure of selective pulmonary angiography
shows a good correlation, particularly when the emboli are
in the main, lobar, or segmental branches of the pulmonary
arteries." '5 The more peripherally an embolus is situated,
the more difficult it becomes to show by angiography, whereas
such emboli produce readily visible defects on scanning."
When separate anterior and posterior scans are made few
emboli are missed, and lateral scans will sometimes show
additional unexpected defects.'7
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Unexpectedly large defects in perfusion may be found in
carcinoma of the bronchus,688 and it is important to know
their extent when thoracotomy is contemplated. The relative
perfusion of each lung may be estimated from a lung scan"-"
and the resectability of a tumour can largely be determined
from the reduction in perfusion of the affected lung, for this
is closely related to involvement of the pulmonary vessels at
the hilum.'1 Furthermore, lung scans may occasionally
indicate the likely site of a bronchial carcinoma in that small
but diagnostically embarrassing group of patients with
malignant cells in their sputum but normal chest radiographs
and normal findings on bronchoscopy. Finally, F. R. Beerel
and his colleagues have suggested that lung scanning is a
satisfactory routine method for assessing the pulmonary
vasculature in emphysema.22
The outstanding advantages of lung scanning are the

safety, simplicity, and speed with which the pattern of pul-
monary arterial perfusion can be determined, even in severely
ill patients. Against this must be set the pitfalls in inter-
pretation in the early postoperative period, and in the
presence of chronic obstructive airways disease or cardio-
megaly. Another practical disadvantage is that radioactive
particles labelled with Technetium-99m or Indium-113m
must be prepared locally each day lung scans are required,
as both isotopes have short half-lives-6 hours and 1-7 hours,
respectively. Nevertheless, the cost of a lung scan is no
greater than that of other scans, such as liver or blood pool
scans, in which the radioisotope must be prepared in a special
form in order to localize in the structures required.

Radioactive macroaggregates of human serum albumin
labelled with Iodine-131 are now prepared commercially in
Britain. Though scans made with this material expose the
patient to more radiation, take longer, and are technically
less satisfactory than the scans made with Technetium-99m
or Indium-113m, the availability of Iodine-131-labelled

Taplin, G. V., Johnson, D. E., Dore, E. K., and Kaplan, H. S.,
Yournal of Nuclear Medicine, 1964, 5, 259.

Tauxe, W. N., Burchell, H. B., and Black, L. F., Mayo Clinic Pro-
ceedings, 1967, 42, 473.

Sabiston, D. C., and Wagner, H. N., Annals of Surgery, 1964, 160,
575.

Haynie, T. P., Hendrick, C. K., and Schreiber, M. H., 7ournal of
Nuclear Medicine, 1965, 6, 613.

Quinn, J. L., Whitley, J. E., Hudspeth, A. S., and Prichard, R. W.,
Radiology, 1964, 82, 315.

Hatch, H. B., Maxfield, W. S., and Ochsner, J. L., Yournal of
Thoracic and Cardiovascular Surgery, 1965, 50, 634.

Wagner, H. N., Lopez-Majano, V., Tow, D. E., and Langan, J. K.,
Lancet, 1965, 1, 344.

Garnett, E. S., Goddard, B. A., Fraser, H. S., and MacLeod, W. M.,
British Medical Yournal, 1968, 2, 209.

Lopez-Majano, V., Tow, D. E., and Wagner, H. N., 7ournal of the
American Medical Association, 1966, 197, 81.

Mishkin, F. S., and Wagner, H. N., 7ournal of the American Medical
Association, 1968, 203, 1019.

Lopez-Majano, V., Wagner, H. N., Tow, D. E., and Chernick,
V., 7ournal of the American Medical Association, 1965, 194, 1053.

12 Friedman, W. F., and Braunwald, E., Circulation, 1966, 34, 363.
s Sabiston, D. C., Durham, N. C., and Wagner, H. N., 7ournal of

Thoracic and Cardiovascular Surgery, 1965, 50, 339.
14 Fred, H. L., Burdine, J. A., Gonzalez, D. A., Lockhart, R. W.,

Peabody, C. A., and Alexander, J. K., New England Yournal of
Medicine, 1966, 275, 1025.

15 Bell, T. K., Ferguson, R., McIlrath, E. I., and Weaver, J. A., Thorax,
1968, 23, 24.

16 Sasahara, A. A., Stein, M., Simon, M., and Littmann, D., New
England 7ournal of Medicine, 1964, 270, 1075.

17 Sasahara, A. A., Belko, J. S., and Simpson, R. G., 7ournal of Nuclear
Medicine, 1968, 9, 187.

Is Chernick, V., Lopez-Majano, V., Wagner, H. N., and Dutton, R. E.,
American Review of Respiratory Diseases, 1965, 92, 958.

19 Rogers, R. M., Kuhl, D. E., Hyde, R. W., and Mayock, R. L., Annals
of Internal Medicine, 1967, 67, 947.

20 Garnett, E. S., Goddard, B. A., Machell, E. S., and MacLeod, W. M.,
Thorax, 1969, 24, 372.

2 Walker, R. H. S., and Provan, J. L., British Medical 7ournal, 1969,
3, 327.

22 Beerel, F. R., Vance, J. W., Cordasco, E. M., Wende, R. W., and
Toffolo, R. R., Archives of Internal Medicine, 1969, 124, 8.

 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.4.5684.633 on 13 D
ecem

ber 1969. D
ow

nloaded from
 

http://www.bmj.com/

