
SELECTED SUMMARIES

Since atosiban also binds vasopressin VIa receptor, it may
compromise the patients' ability to maintain arterial blood pressure
during haemorrhage, thus representing an undesirable side-effect.
If premature delivery occurs during OT antagonist tocolytic
therapy, the patient is at risk." Grazzini et al. have shown that
unlike the OTR antagonist, P4 inhibits binding at the OTR and not
at the VIa receptor. Besides, this study also suggests the possibility
of developing drugs which mimic the inhibitory effects of 5~-
DHP in antagonizing the effects ofOT in preterm labour. Such an
approach would cause fewer side-effects as compared to the
currently used ~2 adrenergic receptor agoniists, Ca2+ channel
blockers and prostaglandin inhibitors which have widespread
actions."

Besides uterine contraction, milk ejection is also a function of
OT and depends on the critical level ofOTRs on the myoepithelial
cells. Soloff et al. have reported that the uterine OTR undergoes
a rapid and brief up-regulation around term whereas the mammary
gland OTR undergoes a slow but consistent rise throughout
gestation and remains elevated throughout lactation. 10 Although
the profile of the OTR is different in the uterus and mammary
gland, the blockage of OTR for prevention of preterm labour is
likely to affect milk ejection. However, it will be interesting to
know the clinical outcome of such an approach.

Switch therapy: An economical strategy for treating
lower respiratory tract infections

Nathwani D. (Infection and Immunodeficiency Unit, Dundee
Teaching Hospitals NHS Trust, Dundee, Scotland.) Sequential
switch therapy for lower respiratory tract infections: A European
perspective. Chest 1998;113:211S-18S.

SUMMARY
Switch therapy refers to the practice of identifying patients who
would be expected to resolve their lower respiratory tract infection
after changing from inpatient and parenteral therapy to outpatient
and oral antibiotic therapy. The driving force behind switch therapy
is economicbut its success depends on the timing of the switch to oral
agents and the choice of agents. Most patients can be switched after
48-72 hours in hospital. However, six clinical criteria may be used
to guide the timing ofthe switch: (i) no clinical indication for contin-
uing intravenoustherapy; (ii) noabnormal gastrointestinal absorption;
(iii) patient is afebrile for at least 8 hours; (iv) cough and respiratory
distress are improving; (v) white cell count is returning to normal;
and (vi) the C-reactive protein is returning to normal. The choice of
antibiotics is usually empirical and may be based on the severity of
the infection. The American Thoracic Society guidelines in 1993
recommended that a tluoroquinolone, doxycycline, trimethoprim or
chloramphenicolbe started whenparenteral therapy wasdiscontinued.
regardless of severity. However. the European practice may differ
favouring amoxicillin and c1arithromycin if the lower respiratory
tract infection is not severe and a combination of ciprotloxicinl
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amoxicillin or co-amoxicillin/clarithrornycin if it is. Several doubts
have been raised including the ability of patients to achieve adequate
tissue absorption of the antibiotics-a question which is likely to be
answered indirectlyby outcomeor directly byidnetic studies. Concern
was also shown over the emergence of antibiotic-resistant organisms
dueto thebroad spectrumagentsusedandthevariabilityof compliance,
A multi-disciplinary team is advised to educate others on the
appropriate use of antibiotics and monitor the outcome of this
strategy to minimize complications.

COMMENT
Some common practices are being re-evaluated to reduce the cost
of health care. One practice which has undergone such scrutiny is
that of committing patients to prolonged (7-10 day) in-hospital.
intravenous antibiotic therapy for lower respiratory tract infections.
The origin of this practice is rooted in the erroneous belief that oral
therapy cannot be as effective as intravenous therapy and that if
someone is begun on one antibiotic they could only be switched
to a different form of the same one. Newer antibiotics with broader
spectrum and longer half-life have given practitioners numerous
choices which render these concerns obsolete. I Perhaps equally
important is the revelation that the rich vascular supply of the
lungs enables effective antimicrobial therapy to be achieved at
lower antibiotic levels.? Even bacteraemic patients are likely to
improve with very limited parenteral or exclusively oral antibiotics
unless there is a collection, such as an abscess or necrotic area, or
metastasis of the infection.

Advantages of this practice go beyond cost reduction. In a
survey in North America. patients with community-acquired
pneumonia would have preferred to be treated as outpatients. J
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There is a psychological gain which is difficult to quantify. There
are also fewer hospital-associated complications, such as those
associated with maintaining intravenous access, when patients
are sent home earlier.

While switching early to oral antibiotics is not appropriate for
all patients with pneumonia, there are clinical predictors which
may help select those patients more likely to improve in the out-
patient setting and those who may benefit from observation and
monitoring in the hospital. 4 Identifying certain demographic
features, co-morbid illnesses, and presenting physical signs may
enable the clinician to predict a favourable outcome with some
degree of certainty. However, there are other medical and psycho-
social variables which should be considered on an individual
basis. Patients who are vomiting, or those who lack the mental or
physical capacity to self-administer medications and those who
do not have the necessary social support, for example, would be
inappropriate candidates. Others may have an impaired cough
mechanism and require supervised pulmonary hygiene such as is
offered in the hospital by chest physiotherapy, nebulized medica-
tions, and suctioning to facilitate expectoration.

Switch therapy must be judged by the quality of care delivered.
The current literature suggests that quality need not be sacrificed:"
however, caution must be exercised when applying this data to
communities where other variables exist. This literature is based
on populations where the most common community-acquired
pneumonias are due to S. pneumoniae, M. pneumoniae, C.

Sentinel lymph node dissection in breast cancer

Dale PS, Williams JT 4th (Division of Surgical Oncology, Mercer
University School of Medicine, Macon, Georgia, USA.) Axillary
staging utilizing selective sentinel lymphadenectomy for patients
with invasive breast carcinoma. Am Surg 1998;64:28-32.

SUMMARY
This study aimed to assess the accuracy of sentinel lymphadenectomy
for breast cancer. Between 1 July 1995 and 31 December 1996, 20
patients underwent 21 sentinel lymph node dissections (SLND) as
1 patient had bilateral breast carcinoma. The axillary lymph node
dissection (ALND) was performed under general anaesthesia after
3-5 ml of 1% Isosulfan Blue (Lymphazurian, Hirsch Industries,
Richmond, VA, USA) was injected in a four-quadrant location
surrounding the primary breast tumour or the previous excisional
biopsy site. In patients undergoing modified radical mastectomy, the
surgical incision included the nipple-areolar complex, and the tumour
or the previous biopsy scar. In patients undergoing breast conserving
surgery, separate incisions were used for segmental mastectomy and
axillary dissection. Axillary dissection was performed initially in all
patients. By blunt dissection an attempt was made to identify the
lymphatic tract stained blue as it exited the breast parenchyma and
entered the sentinel node stained blue. The harvested sentinel lymph
nodewas sent as a separate specimenfor histopathological evaluation.
A search was also made for a second sentinel lymph node. The search
was terminated when the sentinel lymph node was found or after 15
minutes had elapsed from the start ofthe dissection. Following this,
axillary dissection comprising level I, level II and part of level III
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pneumoniae, Haemophilus, aerobic Gram-negative bacilli and
respiratory viruses. In different social and cultural conditions, this
practice will have to be evaluated before accepting it as a standard
of care.
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lymph nodes was performed. Pathological review was carried out
with haematoxylin and eosin staining. Patient charts were reviewed
andclinical information, primary tumour histopathology andaxillary
node status were recorded and evaluated.

The binomial test for equality of events was utilized to evaluate
the probability of random selection of the sentinel lymph node.

The patients were 27-80 years old. Excisional biopsy had been
performed previously in 16 patients. The median primary tumour
size was 1.9 em (range 0.7-8 ern). There were 13 (62%) modified
radical mastectomies and 8 (38%) breast-conserving procedures.
Histologically,therewere 6 infiltratingductcarcinomas, 12 infiltrating
duct carcinomas with a ductal carcinoma in situ (DCIS) component,
1 lobular carcinoma and 2 patients with inflammatory carcinoma
who had undergone preoperative chemotherapy.

A sentinel lymph node was identified in 14 of 21 dissections
(66%). In 3 patients, 2 sentinel lymph nodes were identified. All
identified sentinel lymph nodes were either at level I or II, and in 1
patient it was identified at both levels. A total of 169 lymph nodes
were dissected, of which 14 were sentinel.

Five of the 14 sentinel lymph nodes were positive while only 10
ofthe 155 non-sentinel nodes were positive. The sentinel lymphnode
only was positive in 3 of the 5 patients.

There was no significant difference in the detection of sentinel
lymph nodes between patients undergoing modified radical
mastectomy (9/13; 69%) and breast-conserving procedures (5118;
63%). There was no increase in morbidity associated with SLND.
There was a minimal increase in the operating time.

COMMENT
The axillary lymph node status continues to be the most important
prognostic indicator in breast cancer and is of particular value in
determining the choice of adjuvant therapy. Non-invasive staging


