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VSD to the pulmonic annulus would create TGA, and a corrective operation for TGA could 
then be done. Due to the proximity of the VSD to the pulmonic annulus, the baffle would be 
large enough to eliminate obstruction in later life. In the double-outlet right ventricle one 
could close the VSD and aortic annulus through a right ventriculotomy and then interpose 
a valved conduit between the left ventricular apex and the descending thoracic aorta. 

In conclusion, I agree with McGoon [4], Anagnostopoulos [ 11, and Stansel that the time 
is ripe for a challenging, creative, alternative procedure for correction of TGA and other 
related anomalies. 

Diseases desperate grown 
By desperate appliance are reliev’d, 

Or not at all. 
Hainlet, Act 4, Scene 3 

V. A. SURRAMANIAN, M.D. 

The New York Hospital -Cornell Medical Center 
525 E .  68th St. 
New York, N.Y. 10021 
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Editor’s Note: A successful “anatomical” correction of transposition of the great arteries wus 
performed 6y Jatene and his associates in a 40-day-old infant on May 7, 1975 (Arq Bras Cardiol 
28: 461, 1975). A major breakthrough in the correction of transposition has been achieved. 

To THE EDITOR: 

Dr. James V. Maloney suggested I write you about a problem related to an article in the 
May, 1975, issue of The Annals. In December, 1973, I submitted a paper to you for 
consideration entitled “A Proposed Operation for Transposition of the Great Vessels.” In 
this manuscript I described an extraventricular repair utilizing a right ventricular conduit 
and anastomosing the pulnionary trunk to the aorta. In a letter to me dated February 6, 
1974, you rejected my paper, calling the idea “entirely a theoretical one” and saying the 
procedure should “at least [be] attempted . . . before reporting it as feasible.” Apparently 
you changed your mind about this concept, because you accepted and published a paper on 
the identical procedure that Dr. Stansel submitted to you in August of 1974 (“A New 
Operation for d-Loop Transposition of the Great Vessels,” by H. C. Stansel, Jr. Ann Thorac 
Surg 19:565, 1975.) In an Editor’s Note following the paper you call the idea “appealing in 
its simplicity.” 

Perhaps it slipped your mind that I had submitted this idea earlier. However, by 
printing Dr. Stansel’s article and not mine, you have deprived me of “primacy of print” for 
the concept. I actually sent this idea to Dr. Dwight McGoon in 1972. It was he who wrote me 
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and pointed out that Dr. Stansel had recently published, to quote Dr. McGoon, “your idea.” 
I was dismayed to find it in The Annals for the reasons given above. 

PAUL S. DAMUS, M.D. 

799 Tabor St. 
Fairfield, Calif. 94533 

Editor: Thir letter from Dr. Damus deserves publication because it i s  true that in December, 
1973, he submitted a proposed correction for transposition of the great arteries that 0 the same as the 
procedure suggested Dr. Stansel (Ann Thorac Surg 19:565, 1975). Why did we reject Dr. 
Damus’ manuscript and accept Dr. Stansel’s? There is no clear answer, particularly since the same 
reviewers read both manuscripts. Dr. S t a n d  did carry out the procedure on cadaver hearts, while Dr. 
Damus did not report this experience. 

I n  an excellent editorial in the New England Journal of Medicine (290:740, 1974), the 
Editor, Dr. Franz IngeCfinger, discusses hi.s reasons for never accepting claims of priority. As he says, a 
‘yirst” claim will, nine times out of ten, provoke indignant letters denying the author’s right to the title. 
While we share this viewpoint, we still believe Dr. Damus deserves recognition for his earlier proposal. 

T O  T H E  EDITOR: 
The  paper entitled “Bronchial Adenoma” by Drs. Miller and Hopeman (Ann Thorac 

Surg 19:378, 1975) stimulates reaction. Dr. Jensik, in his editorial published in the same 
issue (Ann Thorac Surg 19:482, 1975), has indicated already that the radicality recom- 
mended by the authors in treating bronchial carcinoid is excessive for this tumor, with its 
relatively low malignant potential. I wish to lend support to Dr. Jensik‘s view by bringing up 
some figures. 

In a Toronto General Hospital series of 61 bronchial carcinoids studied by Dr. F. G. 
Pearson and myself (paper in preparation), 49 patients were treated by resection. Only 7 
underwent pneumonectomy, while 9 were treated by lung-saving bronchoplastic opera- 
tions. All pneumonectomies were done early in the series, none during the past five years. 
The  use of bronchoplastic resection has become common, while pneumonectomy has 
disappeared. None of the 49 patients treated by resection has died from recurrent tumor. 
Thus, the operations for bronchial carcinoid are becoming progressively more conserva- 
tive, while pneumonectomy is rarely, if ever, indicated. Had the relatively low malignant 
potential of bronchial carcinoid been fully appreciated and the technique of bronchoplasty 
known in earlier years, possibly even the 7 pneumonectomies could have been avoided and 
bronchoplastic operations used more frequently. 

Although the malignant potential of adenoid cystic carcinoma has been mentioned, I 
believe it has not been sufficiently stressed. In our experience with 16 patients (Pearson, 
Thompson, Weissberg, Simpson, and Kergin, “Adenoid Cystic Carcinoma of the Trachea.” 
Ann Thorac Surg 18: 16; 1974), local invasion of the tumor was present in all instances and 
hematogenous metastatic spread in every third patient. 

Drs. Miller and Hopeman state that “Bronchial adenoma has been a useful term for 
identifying those pulmonary lesions having a malignant potential but a less aggressive 
nature than bronchogenic carcinoma.” It seems to me that the term is not useful at all. Quite 
the contrary: it is a misnomer applied to a variety of bronchial tumors, incorrectly implying 
benignity. I believe adenoma should never be used with reference to a tumor having any 
malignant potential, since it implies benignity. Also, the term bronchial adenoma implies a 
specific pathological entity, whereas in fact, one is dealing here with a group of tumors. 
Therefore, I suggest discontinuing its use in referring to the entire group. The term 
bronchial adenoma should be reserved for bronchial mucous gland adenoma, which is the only 
true adenoma in this group of neoplasms. 

Dov WEISSBERG, M.D. 

Shmuel Harofe Hospital 
Be’er Yaakou. Israel 
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