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Acquired toxoplasmosis in children
Sir,
In their review of acquired toxoplasmosis in children,
McNicholl and Flynn (Archives, 1978, 53, 414) suggest
the use of sulphadimidine and pyrimethamine for
treatment of generalised toxoplasmosis. We report a
child with generalised toxoplasmosis who had a dramatic
recovery after treatment with co-trimoxazole.
An 1 1i-year-old girl presented to the hospital with an

8-week history of weight loss, fever, malaise, lympha-
denopathy, and intermittent muscle pain. There were
several cats and dogs in the home. On admission there
was pronounced weight loss, generalised lymphadeno-
pathy, erythema nodosum, and muscle tenderness in
both quadriceps. On investigation the significant finding
was a toxoplasmosis antibody dye test titre of 1: 4096.
A lymph node biopsy showed histological appearances
consistent with toxoplasmosis. As the patient remained
unwell 2 weeks after admission she was given a one-
month course of co-trimoxazole (400 mg sulphamethoxa-
zole and 80 mg trimethoprim twice daily). A week later
her myositis had resolved, the lymphadenopathy de-
creased, her appetite returned and she was more active
and felt better. After one month's treatment her weight
had increased by 2.35 kg and there were no residual
signs or symptoms.
A combination of sulphadimidine with pyrimethamine

is generally recommended for the treatment of acquired
toxoplasmosis, but pyrimethamine can have significant
side effects. Co-trimoxazole has been used for 1 to 3
months in the treatment of acquired and congenital
toxoplasmosis with encouraging results (M6ssner and
Auwairter, 1972; Domart et al., 1973; Norrby et al., 1975).
As co-trimoxazole is significantly less toxic than pyri-
methamine we suggest that it should be the first choice
of treatment in toxoplasmosis.

M. WILLLAMS and D. C. L. SAVAGE
Royal Hospital for Sick Children,
St Michael's Hill, Bristol BS2 8BJ
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Drs McNicholl and Flynn comment:

We are grateful to Drs Williams and Savage for drawing
attention to the use of co-trimoxazole in treatment of
acquired toxoplasmosis. Although aware of its use in
this respect, we were not aware of any extensive trial and
preferred to keep to the established combination of a
sulphonamide with pyrimethamine.
The treatment of the girl did appear to be very

effective, and we would agree that if further trials show
similar efficacy, co-trimoxazole should be favoured
because it is less toxic than apyrimethamine/sulphonamide
combination.

B. McNIcHoLL and J. FLYNN
Department ofPaediatrics,

Regional Hospital,
Galway, Eire

Oral rehydration in infantile diarrhoea
Sir,
Chatterjee et al. (Archives, 1978, 53, 284) conclude that
children being rehydrated with an oral glucose electrolyte
solution containing 90 mmol/l sodium will show a
greater trend to develop hypernatraemia and periorbital
oedema than children receiving a solution with 50
mmol/l sodium. I believe they have based this conclusion
on unwarranted interpretations of their own data.

(1) Although they intended to give group A more
sodium than group B, the actual amounts delivered in
the first 12-24 hours were scarcely different: 12 and 11
mmol/kg respectively. The effective concentrations
of sodium (in mmol/l water consumed) were 58 and 50.

(2) The authors correctly observe that periorbital
oedema is not associated with hypernatraemia. It should
not, however, be considered a 'complication' as it merely
reflects retention of isotonic saline brought on by
physiological responses to volume depletion. Moreover,
as the diagnosis of periorbital oedema requires some
clinical judgement, the observations should have been
made by a person unaware of the children's groupings.
The most important finding of the study is that even

moderate to severely dehydrated children can be restored
and maintained with an oral glucose-salt solution alone,
and that early feeding can be done successfully.

NORBERT HISCHHORN
141 Tremont Street, Boston,
Massachusetts 02111, USA

Dr Chatterjee and co-workers comment:
We thank Dr Hirschhorn for his very thought provoking
comments on our paper, but his assumption that the
children in the 2 groups received identical amounts of
sodium during initial hydration is not true. The children
in group A (treated with the standard solution) received
12 mmol/kg sodium which is about 14% higher than the
other group which received 10.5 mmol/kg sodium. This
apparently small difference is however significant as the
calculated distribution of this excess sodium in the
extracellular fluid (which is about 20% of the body weight)
is capable of raising the sodium level by nearly 8 mmol/l.
Furthermore, as it was not our intention that the group
treated with the standard solution should receive a
higher amount of sodium, we took care not to produce
sodium overload. It is likely that a less stringent super-
vision may push the sodium to a critically dangerous
level. The other differences which might contribute to
hypernatraemia are: (a) In group A additional free water
was administered several hours after the start of oral
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hydration, as recommended by WHO/UNICEF. The
consequences of treatment with high sodium solution
might already have set in before adequate free water was
available. (b) Sodium to potassium ratio in the standard
solution was higher than the low sodium solution which
also might contribute to hypernatraemia (discussed in
our article).
Although periorbital oedema is a less dangerous com-

plication than hypernatraemia, nevertheless, it reflects
sodium retention, albeit isotonic. It is possible, that in
these circumstances, excessive renal or extrarenal losses
of water in a child with immature renal function may
produce hypernatraemia resulting from a disparity
between sodium and water content. Further, it has been
implied that the judgement of periorbital oedema raises a
question of bias, but Dr Hirschhom will be happy to
know that the finding was verified by one of the in-
vestigators (S.P.K.), who is a senior consultant to the
department of paediatrics and who did not know the
groupings.
DiLIP MAHALANABIS, ASOK CHATTERJEE, and K. N. JALAN

Kothari Centre of Gastroenterology,
The Calcutta Medical Research Institute,

7/2 Diamond Harbour Road,
Calcutta 700027, India

A notable case of nephrosis
Sir,
The notable, and delightfully retold, case history of
a distinguished paediatrician's childhood nephrosis
(Archives, 1978, 53, 363) raises some fascinating issues,
including the problem of whether it was the pneumo-
coccal peritonitis or the measles that produced remission
and cure.
The boy was in a severe relapse until an inappropriate

paracentesis resulted in peritonitis. Remission seems to
have occurred shortly after the intra-abdominal abscess
discharged itself and to have continued during the sub-
sequent measles. Therefore it really does sound as if the
peritonitis was the most important agent. Janeway et al.
(1948) described the chronology of diuresis after measles.
During the initial febrile illness the proteinuria increased
and the nephrotic syndrome became worse, but diuresis
began at any time from the appearance of the rash to 8
days later. It seems to be unusual for pneumococcal
peritonitis to produce remission and cure. The few cases
of such peritonitis that I have seen have been disastrous,
2 producing acute renal failure necessitating dialysis
and 2 almost killing the children without producing
remission. For that reason we ought to follow Sir
Frederic Still's policy of discouraging the onset of
pneumococcal peritonitis in any child with nephrotic
syndrome. All he could do was to advise against para-
centesis. We are luckier and can give a daily prophylactic
dose of penicillin V to any nephrotic child who is in
relapse and is oedematous.

S. R. MEADOW
Department ofPaediatrics and Child Health,

27 Blundell Street,
Leeds LSI 3ET
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Research involving children-ethics,
the law, and the climate of opinion
Sir,
There is one point, and one only, in your timely and
wise Editorial (Archives, 1978, 53, 441) that I wish to
question. You say you 'will not accept papers reporting
studies where ionising radiations (x-rays or radioisotopes)
have been given to normal children for study purposes
only'. However, you quote with approval Professor
Dworkin's opinion that research may be justifiable
provided the risk to the subjects is 'either absent or
negligible', p. 441 (his words being 'absent or minimal',
p. 445).

In research on the normal variations of growth,
particularly at puberty, establishing the subject's physical
maturity is in many contexts (endocrine, etc.) extremely
important. This is best done by an x-ray of the hand and
wrist, leading to a 'bone-age' determination. In the past
I and my collaborators (supported by the then Ministry
of Health) made such studies and in the growth disorder
clinic bone-age is a routine tool of prime importance.
But some 10 years ago we were dissuaded (by the usual
powerful argument) from continuing this part of our
study of normal children.
The dose of x-rays is 4 millirads, given to an area in

which no active bone marrow is believed to exist after
age 2. This dose is the same as the child would get to his
whole body should he risk 10 days' skiing at 3000 metres,
since irradiation increases with altitude. In a few flights
across the Atlantic 4 millirads is absorbed. Is not the
risk 'negligible' or 'minimal'?

J. M. TANNER
Department of Growth and Development,

Institute of Child Health,
30 Guilford Street,

London WCIN IEH

Hypothermia and intestinal ileus
Sir,
The metabolic disorders of neonates subject to cold
exposure have again been pointed out by Smales and Hull
(Archives, 1978, 53, 407) and abnormalities of oxygen
consumption and environmental temperature have been
shown by Hey (1969).

Since a term infant born unattended at home, was
admitted with a core body temperature of 32°C, we have
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