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the Surgical Oncology Department, Medical University of
Gdansk, Poland, we use this same method. Intra-operative
touch cytology imprint has been performed in 17 women
with primary operable breast cancer, without palpable axillary
nodes. We used both isotope and blue-dye techniques for
sentinel node identification, with lymphoscintigraphy the day
before operation. Before surgery the sentinel node was marked
on the skin using a gamma-probe. The sentinel lymph node
was removed from the axilla and sectioned along the lymph
vessel outlet and blue-marked part of the node. Touch imprint
cytology was done by the surgeon immediately after the
sentinel node was removed. The slides were sent to the
Pathology Department and assessed in the way described
by Salem by two experienced pathologists. The sentinel
node cytology was positive in 4 and negative in 13 women.
Results were compared with routine haematoxylin and eosin
staining of the same nodes and there were no false positives.
Our method is different from that described by Salem in
one important point: touch imprint biopsy was done in the
operating room by the surgeon and the sentinel lymph node
was cut along the line of the lymph vessel penetrating the
node. Because of the low sensitivity of frozen section analysis
of the sentinel lymph node, touch imprint cytology may be
very useful, and more accurate in detecting micrometastases
than conventional haematoxylin and eosin stained sections.
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Ranitidine as adjuvant treatment in colorectal cancer (Br
J Surg 2002; 89: 1416–1422)

Sir
The cancer-specific death rate was not used as an end point, so
although the study is randomized, it is possible the data
are skewed since the authors showed a beneficial effect
only in a subset of patients (n = 202) who could have died
from non-cancer causes. The study quotes a high mortality
rate of 67 per cent, and one wonders what proportion of
patients have died from a non-cancer cause. Since the study
was initially performed nearly ten years ago, two factors
that affect outcome after colorectal surgery have not been
accounted for. Total mesorectal excision (TME) has become
the routine operation for low and mid rectal tumours and it
increases survival and decreases local recurrence rates1. The
presence of vascular invasion has been shown to decrease
overall survival2. Diathermy dissection has gained popularity
among colorectal surgeons in the western world and blood
transfusion needs may have been reduced. It remains to be
seen in the diathermy era if ranitidine has a place. Further
studies are needed to assess the impact TME and vascular
invasion have on the potential survival benefit ranitidine
appears to offer.
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Management of popliteal aneurysm (Br J Surg 2002; 89:
1382–1385)

Sir
Ischaemic complications caused by thrombosis or emboliza-
tion indisputably complicate the management of popliteal
aneurysms. In their report, Galland and Magee suggest that
popliteal aneurysms under 3 cm in diameter can safely be
observed, with little chance of thrombosis. We would like to
stress the importance of signs and symptoms caused by periph-
eral emboli from popliteal aneurysms. If not recognized, some
of these aneurysms are regarded as asymptomatic and left
untreated. The clinical presentation of embolic events from
popliteal aneurysms can be diverse, depending on the size
and location of the embolism, and the collateral circulation in
the leg. Large emboli usually manifest as acute leg ischemia
and are diagnosed easily. By contrast, smaller emboli blocking
only one of the three crural arteries can be silent, particularly
in inactive patients. A significant number of patients with
asymptomatic aneurysms have incidental distal occlusions or
silent embolic events1 – 3. Microembolism from the aneurysm
can be responsible for the blue toe syndrome. In each of these
clinical pictures, the popliteal aneurysm should be regarded
as symptomatic, and should be treated surgically as soon as
possible. These patients have a high risk of new arterial emboli
even after successful conservative treatment of the first event.
This information is important, since the surgical results are
worse in patients with absent pulses or poor run-off 2,3. Assess-
ment at presentation and follow-up, should not only focus on
aneurysm diameter and intraluminal thrombus, but also on
signs and symptoms of (silent) peripheral emboli.
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