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Hypoxaemia during direct
laryngoscopy

Undetected hypoxaemia occurs in patients under-
going fibreoptic bronchoscopy'< and upper and
lower gastrointestinal endoscopy J.' It has been
recommended that all patients undergoing
endoscopy should receive supplemental oxygen
to provide a margin of safety.' Head and neck
cancers are among the leading causes of cancer in
India. In a majority of these patients, a diagnostic
endoscopy for evaluation and biopsy of the lesion
is done using a rigid laryngoscope and local
anaesthetic block. The procedure usually last for
5-10 minutes and is conducted by a single opera-
tor without any monitoring. Most ofthese patients
are chronic smokers, elderly and may have under-
lying cardiac disorders. All these factors could
predispose such patients to the development of
hypoxaemia during the procedure.

We assessed the incidence and extent of
hypoxaemia in adult patients undergoing direct
laryngoscopy with a rigid laryngoscope by mea-
suring the oxygen saturation using a pulse oximeter.

Twenty-eight adult patients undergoing direct
laryngoscopy and biopsy for suspected malig-
nancy of the laryngeal/posterior pharyngeal areas
under local anaesthesia and mild sedation were
studied. The procedure was not modified in any
manner during this study, nor was the operator
aware of the oximetry result of the patient under-
going the procedure. All patients received pethidine
(0.5 mglkg), phenergan (0.25 mglkg) and atropine
(0.5 mg) one hour prior to the procedure.

Local anaesthesia consisted of gargles of 4%
viscous lignocaine followed by blocking of the
internal laryngeal nerve as it runs under the pyri-
form fossa, using a pledget soaked in 4% xylocaine.
As soon as local anaesthesia was established, the
finger probe of a Datex Satlittrans oximeter was
applied to the index finger of either hand and
baseline oxygen saturation (SpO,) noted. A Storz
rigid laryngoscope was used in all patients. A
trained anaesthesiologist monitored the SpO, and
heart rate at 30-second intervals, till the end of the
procedure. The duration of the procedure, baseline
saturation, least saturation during the procedure,
number of patients experiencing hypoxic epi-
sodes and duration of these episodes were deter-
mined and the mean, standard deviation, median
and range calculated. For purposes of this study, a
hypoxic episode was defined as a fall in SpO, to
<95% for at least 60 seconds. The degree of
hypoxia was graded as mild if the SpO, values
were between 90% and 95%, moderate between
85% and 89% and severe if <85%.

There were 20 male and 8 female patients with
a mean (SO) age of 52.4 (10.7) years. The average
duration of the procedure was 6.6 (3.1) minutes.
The mean SpO, before the procedure was 95.8
(2.7) while the mean lowest SpO, was 92 (6.2); the
difference was not statistically significant. Fifteen
patients (54) had hypoxic episodes during the
procedure and these lasted for 1-8 minutes.
Whereas mild hypoxia occurred in all these pa-
tients,6 patients had moderate-to-severe hypoxia.

The maximum duration of mild hypoxia was 8
minutes while that of moderate and severe hy-
poxia was 2 minutes each. The mean baseline and
maximum heart rates during the procedure were
97.1 (21) and 135.8 (21.8), respectively. There
was no correlation between the fall in SpO, and
rise in heart rate.

Nine patients (32.1 %) had a baseline SpO,
<95%. Of these, 2 showed improvement to normal
levels during laryngoscopy, 3 continued to have
an SpO, between 90% and 95% while 4 had SpO,
levels <90% (78%-90%) for periods not exceed-
ing 2 minutes. The procedure had to be abandoned
in 2 patients who were termed 'uncooperative' by
the operator. Both patients had an SpO, <85% at
that time. However, 2 other patients who had an
SpO, <85% allowed the procedure to be com-
pleted.

As far as we are aware, hypoxaemia is not a
recognized complication of direct laryngoscopy."
We have demonstrated that arterial oxygen
desaturation occurs commonly during routine di-
rect laryngoscopic examinations. More than half
(54%) the patients become hypoxaemic, 54% and
21 % ofthem have moderate-to-severe hypoxaemia
even though for short durations (2 minutes or
less). It is well known that brief periods of
hypoxaemia can lead to disturbances of cardiac
rhythm.': We, therefore, recommend that patients
undergoing biopsy/examination under direct
laryngoscopy should have continuous arterial
oxygen saturation monitoring and supplemental
oxygen through a nasal cannula at flow rates of
3 Uminute.
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Autologous blood transfusion

Although autologous transfusion of blood (the
collection and subsequent reinfusion of the
patient's own blood or blood components) has
been practised for more than 150 years, its use till
recently was limited. The increasing risk of hepa-
titis and HIV infections has made homologous
transfusions dangerous and the shortage of facili-
ties for testing for HIV and hepatitis and the
paucity of blood donors in India has led to autolo-
gous blood transfusion becoming important. I.!

According to one estimate. most patients who
require transfusions for planned surgical proce-
dures may be serviced if autologous transfusions
were used.' Orthopaedic and gynaecological op-
erations are two situations in which autologuous
transfusions will be most useful as procedures
performed on adult patients require only 2-4 units
of blood during surgery and can be donated
preoperatively. Unfortunately, such surgery can-
not always be performed on the appointed date.
which means that the fate of the collected blood
may become uncertain. The logistics of autolo-
gous transfusion require it to be a hospital-based
procedure which depends on a strong blood bank
infrastructure and the motivation as well as coop-
eration of clinicians.'

There are four major kinds of autologous trans-
fusions:
I. Preoperative or predeposit procedures where

one or more units of blood are collected for
rein fusion from the patient prior to elective
surgery. Fresh whole blood can be stored for
up to 42 days.

2. Immediate preoperative deposit with haerno-
dilution during surgery.

3. Intraoperative salvage entails the sterile
collection and infusion of blood that would
otherwise be discarded during surgery. The
contraindications to this include sepsis and
malignancy.

4. Postoperative salvage, especially shed medias-
tinal blood after open heart surgery. The blood
is defibrinated and transferred back to the
patient.

The indications of autologous transfusion in-
clude: (i) planned surgery like gynaecological or
orthopaedic procedures where the patient is lit to
donate blood, (ii) cardiac surgery, (iii) operations
on patients with rare blood groups where blood is
essential but not available, and (iv) surgery entail-
ing massive blood loss where intraoperative sal-
vage is possible.

The precautions required for autologous trans-
fusion are; (i) proper identification and storage of
the blood. (ii) proper anticoagulation and preser-
vation, (iii) if more than 21 days elapse after
collection, dilutional coagulopathy may occur and
the clinician must be aware of the risk, and (iv)
mild haemolysis may cause confusion with trans-
fusion reactions accompanying simultaneous ho-
mologous transfusion.

Autologous transfusion is the safest form of
transfusion and helps decrease the demand for
blood. It eliminates the danger of transmission of



CORRESPONDENCE

infections such as AIDS and hepatitis. Motivation
of the clinician and the blood bank staff as well as
an improvement in blood preservation faciliities
is required to make autologous transfusion suc-
cessful.
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Does CARET reduce lung cancer and
heart disease?

The preliminary results of the beta-carotene and
retinol efficacy trial (CARET) involving 8depart-
ments and institutes with 7 grants have shown that
beta-carotene and retinol do not reduce the risk of
lung cancer or heart disease among smokers' al-
though it is beneficial in patients with coronary
artery disease.' This is unwelcome news to the
industries which market vitamins E and A and the
tobacco industry which. if the results were posi-
tive. could have marketed cigarettes with vitamin
E and A tablets as 'the healthy smoke'. Was the
risk reduction by CARET expected to be more
than the risk reduction by never smoking? Is it
worth spending scarce research resources on test-
ing nuances of secondary prevention of diseases
caused by tobacco when tobacco production itself
is promoted by governments all over the world?
Omenn et al. ' have mentioned that cessation and
prevention of smoking must remain the primary
approaches to the reduction of lung cancer and
heart disease. However, I feel that the main ap-
proach should be a health policy based on phasing
out tobacco production. Unlike CARET, tobacco
eradication can be expected to lead to a five-fold
reduction in the risk of heart attacks) and a fifteen-
fold reduction in deaths from lung cancer.'

I hope that the anti-tobacco movement in the
West aims at stopping worldwide production of
tobacco rather than ousting it from the developed
world (inevitably) into Third World countries
where tobacco is already reaching millions of
children through clever marketing strategies.'

27 December 1996 1.S. Vaidya
Academic Department of Surgery

The Royal Massden NHS Trust
London

United Kingdom

REFERENCES
I Omenn GS. GoodmanGE. Thomquist MD. Balmes J.

Cullen MR. Glass A. et al. Effectsof a combinationof
beta carotene and vitamin A on lung cancer and
cardiovascular disease. N Engl } Med 1996;334:
II5(}-5.

2 Stephens NG. Parsons A. Schofield PM. Kelly F.
CheesemanK. MitchinsonMJ.Randomizedcontrolled
trialofvitaminEinpatientswithcoronaryheartdisease:
CambridgeHeart AntioxidantStudy(CHAOS).Lancet
I996;347:781-{j.

3 Parish S. Collins R. Peto R. Youngman 1., Barton J.
Jayne K. et al. Cigarette smoking. tar yields. and non-
fatal myocardial infarction: 14000 cases and 32 000
controls in the United Kingdom: The International
Studies of Infarct Survival (ISIS) Collaborators. 8M}
1995;311:471-7.

4 Doll R. Peto R. Wheatley K. Gray R. Sutherland I.
Mortalityin relationto smoking:40 years' observations
on male British doctors. 8M} 1994;309:901-11.

5 Vaidya SG. Naik UD. Vaidya JS. Effect of sports
sponsorshipbytobaccocompaniesonchiIdren'sexperi-
mentationwith tobacco. 8M} 1996;313:400.

Blood culture for spontaneous
bacterial peritonitis

Spontaneous bacterial peritonitis (SBP) is a seri-
ous complication of cirrhosis with ascites. Its
prevalence varies from 8% to 25% with a mortal-
ity ranging from 57% to 95%.'-2

The diagnosis of SBP is established by a posi-
tive ascitic fluid culture. However. false-negative
cultures have been reported in up to 65% of
patients. which may be related to the culture
techniques." To improve the bacterial isolation
rates in ascitic fluid. modified methods have been
devised where the ascitic fluid is inoculated into
blood culture bottles and incubated before subcul-
turing.'

Between May 1993 and June 1994. we cultured
ascitic fluid samples of 96 patients admitted with
a clinical diagnosis of SBP to the Gastroenterol-
ogy ward at the All India Institute of Medical
Sciences, New Delhi. The samples were processed
by two methods=conventional and modified. A
total of 100 samples were studied by the conven-
tional technique and 96 by the modified method.
In the conventional method the ascitic fluid was
collected in sterile vials. and subcultured onto
blood agar and MacConkey's agar medium in the
laboratory. The results were obtained after 24 and
48 hours of incubation at 37 ·C.

In the modified method 5 ml of ascitic fluid was
inoculated at the bedside under aseptic conditions
in blood culture bottles containing 50 ml of BHI
broth medium (Hi-Media, India) and transported
to the laboratory. It was incubated at 37 DCfor 24
hours before the first subculture onto blood agar
and MacConkey's agar medium. Another subcul-
ture was prepared after 48 hours of incubation in
case the sample was sterile on the first subculture.

The yield was significantly improved (p<O.OOl)
by the modified technique (Table I). The most
commonly isolated organisms were E. coli and
Acinetobacter spp. followed closely by Staphylo-
cocci.

Spontaneous bacterial peritonitis can be treated
with appropriate antibiotics if the offending or-
ganism can be identified. Ascitic fluid culture is
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TABLEI. Results of the conventional and modified
techniques used for ascitic fluid culture

Method n Ascitic culture % positive'
Positive Negative

Conventional 100 13
Modified 96 36

87
60

13
37

, p<O.OOI

the mainstay of diagnosis of SBP. In about two-
thirds of these patients. no organism is grown by
the conventional culture method.' Inoculation of
the ascitic fluid onto blood culture medium has
been found to improve the results of ascitic fluid
culture.'

A low concentration of bacteria in the ascitic
fluid. a smaller inoculum and the time interval
between obtaining the sample and inoculating it
on the culture medium are some of the possible
drawbacks of the conventional method. These
contribute to a lower positivity rate. In the modi-
fied technique these disadvantages do not exist
and. therefore. the yield is higher.
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Inhaled v. oral bronchodilators

The article by Thomas et al. ' raises important
issues in the treatment of patients with bronchial
asthma. However. the findings are based on a
study population which had poorly controlled
asthma. as suggested by a high daily requirement
of inhaled beta-agonists and a median physician!
patient global rating of only 3 on a scale of 10.
These patients had a mean baseline peak expira-
tory flow of only 0.23 Uminute (which would
classify as very severe airflow limitation). al-
though calculation of an average of three values
instead of the recommended practice of taking the
highest value from among three acceptable
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manoeuvres' may have marginally lowered the
results. Current guidelines for outpatient manage-
ment of bronchial asthma' recommend addition of
inhaled steroids early in the course of the disease.
However, all these patients were taking inhaled
beta-agonists only. Moreover, physician assess-
ment before the start of the study revealed poor
control of symptoms in 10 of 30 patients, severe
enough to merit initiation of oral theophylline or
oral steroid therapy in 7 and 3 patients, respec-
tively. The addition of these medications immedi-
ately prior to the study may have influenced some
of the results, making proper interpretation diffi-
cult. It is well known that inhaled steroids may
affect the results of lung function tests as early as
a few weeks, even though clinical improvement
may take longer.'

Since addition of oral agonists is at present
recommended only in asthmatics having frequent
symptoms despite optimal intake of inhaled ste-
roids and beta-agonists, or in patients with noctur-
nal symptoms,' such a study should ideally be
undertaken in stable asthmatics on adequate
therapy.

15 December 1996 Ashutosh N. Aggarwal
Department of Pulmonary Medicine
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Toxoplasma lymphadenitis is mistaken
for malignant lymphoma in India

We are disturbed by the fact that a considerable
number of benign or reactive lymphadenopathies
are referred to the Tata Memorial Hospital as
lymphoid malignancies. On review, such cases
have often turned out to be T -zone hyperplasias,
Kikuchi-Fujimoto lymphadenitis or toxoplas-
mosis. T-zone hyperplasias are known to mimic
peripheral T-cell lymphomas and Hodgkin's dis-
ease.' Similarly, the early phase of Kikuchi-
Fujimoto disease is a well-known mimic of non-
Hodgkin's lymphoma.' However, toxoplasmosis
shows fairly typical features and, except for rare
cases, does not show a histological overlap with
lymphoma.'

The Tata Memorial Hospital is the largest ter-
tiary cancer referral centre in India. Although one
would expect to see 50m~ changes in the revised
diagnoses, it is particularly worrying that mm,'Ci\f
these patients have been seen earlier not only in
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moffusil areas but also in large general hospitals in
cities,

Although the histological criteria for diagnos-
ing toxoplasma lymphadenitis have been described
with great clarity, pathologists and clinicians in
India appear to be unaware of them. Briefly, these
features are those of a node showing prominent
reactive follicles with clusters of epithelioid cells
impinging on the germinal centres. Monocytoid B
cells (previously called immature histiocytes) are
seen in the subcapsular or medullary sinuses.'
Special stains and immunohistochemistry are not
required for the histopathological diagnosis. Se-
rology can support the diagnosis in most cases of
histologically suspected toxoplasma lymphadeni-
tis. Serological studies have demonstrated that
exposure to toxoplasma organisms is common in
the general population. Evidence for this, as deter-
mined by serology, was seen in 8.14% of healthy
individuals in Chandigarh and in 57% of normal
adults in Kumaon. '.'

The wide range at least partly reflects the use of
vastly different antibody titres as cut-off points for
assigning the serum 'positive'. However, most
seropositive individuals do not have clinical dis-
ease. The usual manifestation of acute toxoplas-
mosis is cervical lymphadenopathy. Although
lymph nodes at other sites of the body-including
multiple sites-may be involved, systemic symp-
toms are rare. Most of these patients are young
adults in the second and third decades of life, a
feature common to Hodgkin's disease. Further,
granulomas are not uncommon in Hodgkin's dis-
ease. Indeed, all 12 lymphomas on which a diag-
nosis of toxoplasmosis was suspected, turned out
to be Hodgkin's disease.'

We suspect that the most plausible reason for
this misdiagnosis of cancer is lack of knowledge
that toxoplasmosis can be common and is usually
harmless. Toxoplasmosis is not given sufficient
importance in the medical curriculum, neither
during undergraduate teaching, nor, more impor-
tantly, at the postgraduate level. Certainly, during
our education, we were probably more aware of
the common manifestations of uncommon dis-
eases than of the uncommon manifestations of
common diseases! For instance, we rarely see
dilantin-associated lymphadenopathy which is a
rare but well-known mimic of Hodgkin's disease.'
This may be because these patients are generally
seen by neurologists and are usually not biopsied.
In the event of a biopsy, the pathologist is not only
aware of the entity but is also informed about the
clinical history. The quality of the paraffin sections,
too, is of utmost importance in the diagnosis of
lymph node disorders, and could playa role in
such misdiagnoses. We urge our colleagues to
consider the possibility of a diagnosis of toxoplas-
mosis when dealing with a healthy young adult
with small cervical lymph nodes, but with no
systemic symptoms.
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Osteoporosis in India

Gupta has highlighted a silent, progressive and
potentially catastrophic condition that has not yet
received the attention it deserves in India.' Osteo-
porosis increases the risk of bone fracture. This
relationship is similar to hypertension and stroke,
and hypercholesterolaemia and myocardial infarc-
tion. Osteoporosis is both preventable and treat-
able.' While accurate epidemiological data for
Indians is not available, the reports quoted by
Gupta show that osteoporosis is common, at least
in those who sustained fractures.' Teotia stated
that osteoporosis was the commonest metabolic
bone disease in postmenopausal women, and oc-
curred in 35% of their cases.' Based on projec-
tions' and clinical impressions;' osteoporosis is
likely to become more common in India and other
Asian countries.

We assessed the degree of osteoporosis in 80
patients with fracture neck of femur,' using con-
ventional radiography; osteoporosis was evalu-
ated at the hip (Singh's index)', and at the calca-
neus (calcaneal index)." The lower the score on the
indices, higher was the degree of osteoporosis.
Our results showed that fractures occurred with
increasing age, with female preponderance in the
older age group. Both indices, as surrogates of
osteoporosis, decreased with increasing age. The
mean age of patients with intracapsular fracture
neck of femur (ICNF) was 49.7 years (SD 11.1),
and of extracapsular fracture (ECNF) 57.9 years
(SD 9.8). Men below the age of 50 had fractures
resulting from severe injury, whereas women above
50 sustained fractures from trivial to moderate
injury.

The sex ratio (female:male) varied from 1.3: I in
ICFN and 2:1 in ECFN. Unlike the West, where
women comprise a much greater proportion of
patients with osteoporotic fractures, Indian series'
have reported a different sex pattern. This could
also be linked to a bias in presentation (where
males are more often brought to medical atten-
tion)" and a lower life expectancy in women.' It



CORRESPONDENCE

would be worth investigating whether a greater
prevalence of insulin resistance," resultant steroid
hormonal abnormalities and hyperandrogenism in
Indians could confer a relative protection against
early bone loss and fractures in women.

Similarly. the earlier peak incidence of fracture
neck offemur in Indians': could also be due to low
peak bone mineral content" and perhaps lesser soft
tissue that can dissipate the effect of trauma.'

As bone mineral density is accurately measured
by sophisticated techniques such as bone densito-
metry (single and dual photon absorptiometry.
dual wave-length X -ray absorptiornetry. quantita-
tive computed tomography). are conventional
radiographic procedures irrelevant? Universal
screening of women about the time of menopause
may be sensible. but is impractical in most coun-
tries.' Thus. semi-quantitation of bone density at
the calcaneum could be carried out in high-risk
individuals. The calcaneal index has some advan-
tages compared to Singh's index at the hip;' rota-
tion of the limb does not limit the accuracy of
grading. difference in soft tissue is similarly less
around the calcaneus and the gonads are not'
exposed to irradiation.

Osteoporosis at the calcaneous is a predictor for
future hip fracture. Calcaneal pattern reflects ra-

diological changes present in the femoral neck.'
Broad band ultrasonography" and single photon
absorptiometry' have also confirmed that calca-
neal osteoporosis can predict future hip fracture.

Dietary supplementation of calcium and a
healthy and active lifestyle in the pre-adolescent
years. and calcium supplementation in adults as
well as weight-bearing exercises! are all possible.
safe, effective and inexpensive preventive mea-
sures.

Until a consensus is reached about hormone
replacement therapy.l.3 and safe. effective. inex-
pensive pharmacological interventions are uni-
versally available. we could make a beginning by
recognizing that osteoporosis exists in India.

27 January 1997 G. R. Sridhar
N. V. Shastri

Endocrine and Diabetic Centre
Vishalr.hapatnarn
Andhra Pradesh
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