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doxapram was given in addition to aminophylline and the
blood theophylline concentrations of both babies were in
the region of 11 to 13 mg/1.
Although Sagi et al described no complications attribut-

able to doxapram in any of their five patients, we were
nevertheless not surprised by our experience as the data
sheet for doxapram warns of agitation and increased
skeletal muscle activity, especially when it is used concur-
rently with aminophylline. It is possible that our two babies
were for some reason unusually susceptible to the observed
reaction but their state of agitation was so alarming that we
would hesitate before using these drugs in combination
again, despite the beneficial effect on the frequency of
apnoea. There is little information available on the efficacy
of doxapram alone in the treatment of neonatal apnoea
and further clinical trials are indicated.

P R F DEAR AND D WHEELER
St James's University Hospital,

Leeds LS9 7TF

Dr Sagi and co-workers comment:
We were glad to hear that our report' had stimulated
others to try doxapram when apnoeic attacks persist
despite adequate concentrations of blood theophylline.
The signs of central nervous system overstimulation

observed in two preterm infants treated by Drs Dear and
Wheeler were not observed in any of over 20 patients we
have treated with doxapram and aminophylline combined.
Moreover, in our report we mentioned one infant who had
inadvertently received 5 mg/kg over two hours without
adverse effects.
Doxapram alone has already been found effective in the

treatment of apnoea of prematurity.2 We have recently
completed a double blind trial on 16 preterm infants with
idiopathic apnoea, comparing doxapram and aminophyl-
line. While neither drug had a significant advantage over
the other, doxapram alone was found beneficial.
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Malabsorption of vitamin B12
Sir,
We were interested to read a case report by Conway et al
on vitamin B12 neuropathy in a 6 year old.' The failure to
thrive in their patient before treatment with vitamin B12 is
similar to two siblings that we reported2 with the
Imerslund-Grasbeck syndrome. We too were able to
document a rapid increase in weight after treatment, with
parenteral vitamin B12. It would seem, therefore, that
selective malabsorption of vitamin B12 should be added to
the list of rare causes of failure to thrive in children.
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BPA response to 'Healthier children
thinking prevention'
Sir,
I sympathise with the views expressed by another senior
clinical medical officer.' In my experience, district medical
officers and specialists in community medicine do not have
any paediatric postgraduate qualifications such as the
Diploma of Child Health, as mentioned by my colleague.
Paediatric services should be run by accredited paediatri-
cians whether the children in their care happen to be seen
in hospitals, schools, nurseries, or at home.
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Ultrasound diagnosis of gastro-
oesophageal reflux

Sir,
Naik and Moore suggest that ultrasound should replace the
conventional barium meal examination for suspected
gastro-oesophageal reflux.' In addition to exposure to
radiation the barium oesophagram is not 'physiologic'
since barium is not a normal meal, and is said to have a
15% false negative rate which, theoretically, could be
avoided if one were able to use longer periods of
observation. There is a more important diagnostic limita-
tion of the barium oesophagram, however, which does not
seem to have been circumvented by ultrasound. Gastro-
oesophageal reflux is very common, especially in infants,
and is self-limiting and benign in the overwhelming
majority.2 Any diagnostic method relying on the simple
finding of retrograde flow of gastric contents into the
oesophagus such as the barium oesophagram has to prove
a high specificity, that is, the ability to identify clinically
important reflux without too many false positive results.3 4
Indeed, recent studies show an inordinately high false
positive rate for the barium oesophagram in comparison
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with techniques which show better correlation with clinical
symptoms (such as the 24 hour continuous oesophageal pH
monitoring and 'milk scan').3 The almost perfect agree-
ment between barium examination and ultrasound re-
ported by Naik and Moore suggests, therefore, a high false
positive rate regarding clinically important gastro-
oesophageal reflux for ultrasound too. This means that the
information obtained may not be relied upon and the
patient's symptoms are perhaps unrelated to coexisting
incidental reflux. It would have been more informative to
compare ultrasound with oesophageal pH monitoring or
radioisotope 'milk scan'.

Moreover, as the authors state, clinical manifestations
of reflux (vomiting, failure to thrive, anaemia, aspiration,
and perhaps even 'cot death') are non-specific. The barium
oesophagram has the advantage of offering additional
important information such as swallowing incoordination,
peptic oesophagitis with strictures, duodenal obstruction,
midgut malrotation, or delayed gastric emptying to men-
tion but a few conditions that may cause symptoms similar
to those of simple gastro-oesophageal reflux. With current
equipment these conditions would be missed were ultra-
sound to replace barium examinations. Ultrasound is
excellent for the diagnosis of pyloric stenosis and in the
appropriate clinical set up it should be performed first, at
which time one may also look for gastro-oesophageal
reflux.

Ultrasound is, therefore, a diagnostic tool which may be
used selectively in suspected gastro-oesophageal reflux,
but it cannot at present replace barium studies completely.

JOHN C LEONIDAS
Mount Sinai School of Medicine,

New York,
N.Y. 10029

Drs Naik and Moore comment:

Our paper' indicated that ultrasound is a reliable tech-
nique by which to answer the question 'Does gastro-
oesophageal reflux occur?' Our subsequent experience
with the technique has confirmed this. In a patient in
whom a clinical diagnosis of gastro-oesophageal reflux has
been made ultrasound is an excellent means of confirming
this and a barium examination is unnecessary. Ultrasound,
however, does not provide comparable anatomical detail
to a barium examination and when this is required a
barium examination will still be needed. The number of
barium examinations for reflux should be few. We are
currently trying to define the indications for a barium
examination in suspected reflux and would suggest the
following:

(1) Failure to visualise the oesophagus ultrasonically.
(2) Repeated negative ultrasonic findings in a patient

with strong clinical indications of reflux.
(3) A patient with proved reflux in whom the develop-

ment of a complication is suspected.
(4) Before operation.
We have not determined the 'false/positive' rate for our

technique; our original criteria were chosen as working
guidelines and it may well be that stricter criteria will be

necessary to select those patients in whom reflux is
'clinically important'. We feel this can only be determined
after more cases have been studied and the results have
been correlated with the clinical findings and response to
appropriate treatment.
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Gaviscon bezoars

Sir,
We read with interest the recent paper by Sinaasappel et
all on progressive vomiting in a 5 month old boy caused by
a bezoar of Gaviscon. In the past 18 months we have seen
three cases of Gaviscon bezoar.
A girl was born by spontaneous vertex delivery at term,

her birthweight was 3550 g. At age 6 days Gaviscon was
introduced to control persistent vomiting, but there was no
improvement. Eight days later a barium meal examination
showed gastro-oesophageal reflux plus a large mobile
irregular mass in the stomach which was believed to be a
Gaviscon bezoar. Gaviscon treatment was stopped and the
vomiting settled with the addition of Nestargel to the
feeds. A repeat barium meal three weeks later showed that
the bezoar had resolved.
A boy was admitted at the age of 6 months with

persistent vomiting. Treatment was started with Infant
Gaviscon in a dose of one sachet with each feed, but the
vomiting persisted and two days later a barium meal
examination was carried out. A large mobile mass was seen
filling much of the body and antrum of the stomach, and
the appearances were thought to be those of a bezoar.
Gaviscon treatment was stopped and the vomiting settled
with nursing in a chair and the addition of solids to the diet.
The bezoar was not found by a repeat barium meal three
weeks later.

The third case occurred in a male infant who had lactic
acidosis of unknown aetiology. He was admitted at 3
months of age with lethargy, vomiting, and refusal to feed.
A barium swallow showed noticeable gastro-oesophageal
reflux and treatment was started with one half sachet of
Infant Gaviscon with each feed. He developed abdominal
distension and the vomiting became more severe. Plain
abdomenal radiograph and a barium meal showed the
presence of two very large mobile bezoars (Figure) and
Gaviscon treatment was stopped. Barium studies were not
repeated because of his poor clinical condition related to
the lactic acidosis.
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