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present with such symptoms, including croup (N-I M
Kjellman, 1981, unpublished data), before any specific
symptoms of atopic allergy.3

Preventive measures should be instituted if a high risk
of atopic allergy is present.5 I suggest that levels of IgE
should be determined and a family history be taken in
any infant or child with recurrent croup so as to choose
the children who would benefit the most from such
preventive measures-for example, children coming
from families that do not smoke.6
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Transient tachypnoea of the newborn
Sir,
The interesting paper by Halliday et al.1 illustrated the
problems of nomenclature in neonatal cardiorespiratory
disorders. The authors described a subgroup of babies in
whom we would diagnose persistent fetal circulation, even
without resort to echocardiography. They chose to label
the disorder 'transient tachypnoea of the newborn (TTN)',
but observed that it differed in many ways from 'classical
TTN', and postulated that there were two types of TTN,
so lo and behold a disease variant was born!

It is clear that there is a group of babies who suffer
from respiratory distress soon after birth but in whom
there seems to be no major identifiable cause-such as
hyaline membrane disease, congenital pneumonia,
meconium aspiration syndrome, or structural mal-
formation of the cardiorespiratory system-and it is
difficult to put a diagnostic label on such babies. In
terms of aetiology some have a delay in the clearance of
lung fluid, some are suffering from post-asphyxial
pulmonary oedema, some have persistent fetal circulation
with pulmonary hypertension and right-to-left shunt;
others have transient and patchy atelectasis possibly
caused by minor aspiration and airways obstruction.
Often a combination of causes operate. We suggest that
the term 'maladaptation syndrome' describes these babies,

qualified by a statement about the probable major
aetiological factor. This is of more than academic
interest because delayed clearance of lung fluid is benign
and self-limiting, pulmonary oedema may respond to
frusemide and continuous positive airways pressure,
persistent fetal circulation may be controlled by tolazoline,
and patchy atelectasis is helped by chest physiotherapy.
We are concerned that someone will label the so-called

more severe form of TTN of Halliday et al. as 'type II
TTN'; bearing in mind that TTN is sometimes referred to
as 'type II respiratory distress syndrome',2 3 we shall then
all be talking at cross-purposes.
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Dr Halliday and co-workers comment:

Our aim in writing the paper was not to suggest changes
in nomenclature of neonatal respiratory disorders but
rather to stress to non-specialist physicians who care for
the newborn that some babies with fairly clear chest
radiographs do have severe illness.
The diagnosis of transient tachypnoea of the newborn

(TTN) can only be made with certainty retrospectively.
That is, an infant with tachypnoea, mild distress, and a
characteristic chest radiograph' who recovers in 3 or 4
days.2 We attempted to make the diagnosis prospectively
on the basis of clinical presentation and x-ray films in our
25 babies. Six of our infants had profound hypoxaemia
and 3 needed mechanical ventilation though their initial
clinical and radiological findings were similar to those of
babies with Avery's classical TTN.2 These 6 babies
probably had pulmonary hypertension (raised RPEP/
RVET ratios) and right-to-left shunting, but initial
clinical findings would not have distinguished them from
the other 19 babies.
We are concerned that some nurseries who only

rarely care for ill newborn infants may decide on the basis
of fairly clear chest x-ray films (absence of signs of
respiratory distress syndrome) not to transfer a potentially
hypoxaemic infant. Blood gas analysis may not be
routinely practised in such nurseries, and it is only when
the baby later collapses that transfer to the regional centre
is arranged. Perhaps, worse still, some of these babies
may be transferred as cases of cyanotic congenital heart
disease and even undergo cardiac catheterisation3
without resort to echocardiographic assessment.
Although echocardiography suggests disordered left
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ventricular function, we have been unimpressed with the
benefits of such diuretics as frusemide. In babies with
pulmonary hypertension (raised RPEP/RVET ratio)
tolazoline may be helpful though its action is unpredict-
able. We reserve tolazoline for cases where arterial
oxygen tension cannot be kept above 40 mmHg by other
methods, which include mechanical ventilation.4
We disagree with Chiswick and Sims in their suggestion

ofadoption of the term 'maladaptation syndrome' (lo and
behold another new name!) even if they try to determine
aetiology without 'resort to echocardiography'. We
believe that M-mode echocardiography has helped to
clarify aetiology and prognosis of many of the respiratory
syndromes ofthe newborn.5
We reiterate the advice in the last sentence of our paper

that these infants should be cared for in neonatal intensive
care units where close monitoring and mechanical
ventilation are available.
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The Intersex Child. By Nathalie Josso.
Pediatric and Adolescent Endocrinology
Series. Volume 8. Series Editor Z Laron.
(Pp. 273; illustrated + tables. Sw fr 165
soft cover.) Karger: Basel. 1981.

This is the most recent addition to the
series and it is perhaps the most successful
despite the rather outre title. Dr Josso
has chosen a strong team of authors;
almost all are acknowledged experts
in their particular fields, and by exercising
firm editorial control she has kept the
amount of unnecessary repetition to a
minimum and has produced a well
balanced book.
The initial chapters review current

concepts of sexual differentiation and
development of gender identity; these are
followed by discussion of three different
aspects of special investigation-cyto-
genetic analysis, H-Y antigen detection,
and radiological investigation. More
detailed discussions of the different types
of intersex disorder follow-for example,
congenital adrenal hyperplasia, true
hermaphroditism, gonadal dysgenesis,
errors of testosterone metabolism, and
the androgen insensitivity syndromes. The
last section of the book covers different
aspects of the management of intersex
states-for example, the legal implications,

surgical treatment, and psychological
management. Almost without exception
each chapter is of a high standard and
has a useful list of references.

This book should be particularly
valuable to the clinician who has to treat
children or adults with genital anomalies.
In addition it will be a useful supplement
to the much less detailed discussions of
intersex which are found in most textbooks
of paediatrics or endocrinology, and
should find a place on the shelves of many
medical libraries.

D B GRANT

Pediatric Andrology. Edited by S J Kogan
and E S E Hafez. Clinics in Andrology
Series. Volume 7. Series Editor E S E
Hafez. (Pp. 220; illustrated + tables.
140 Dfls.) Nijhoff; The Hague. 1981.

This is based on the proceedings of the
first Pan American Congress of Andrology
in 1979. A range of aspects of male
genital development is discussed in
18 papers, some of which deal with basic
biological aspects such as the charac-
teristics of urogenital epithelium,
Mullerian inhibiting hormone, the
ontogeny of androgen receptors, and the
possible relationships between H-Y

antigen and gonadal differentiation. The
effects of sex hormones on brain
differentiation in the rat and their
possible effects on gender identity in man
are discussed in three chapters, and the
final section is devoted to more clinical
topics such as cryptorchidism, gonado-
trophin therapy, and management of
micropenis.

In common with many books which are
based on conference proceedings this
lacks the balance of a well-edited mono-
graph and this is accentuated by a wide
variation in the standard of different
chapters. For example, the contribution
by Wachtel and New on H-Y antigen
completely eclipses many of the other
chapters which are based on rather limited
experimental data or on somewhat
outdated clinical reviews.
Many clinicians will find items of

interest but it is more likely to be of value
to the reader who seeks an introduction to
some of the basic aspects of sexual
differentiation in the male.

D B GRANT

Pediatric Pharmacology. Therapeutic
Principles in Practice. Edited by S J Yaffe.
(Pp. 493; illustrated + tables. $44 50
hardback.) Grune & Stratton: New York.
1980.
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