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poor perfusion. His respiratory rate was
80-90/min with wheeze, inspiratory stridor,
central cyanosis, and an oxygen saturation of
85% in air. His heart rate was 160/min and
there were profuse oral and nasal secretions
requiring repeated suction. The pupils were

constricted but the child was too agitated for
formal neurological assessment. The cyanosis
responded readily to facemask oxygen. Over a
period of 24 hours his respiratory rate settled
and he remained well saturated in air.
However, two hours after admission the boy's
eyes became inflamed and an ophthalmologi-
cal examination revealed bilateral superficial
comeal scarring. There was also a chemical
conjunctivitis making it impossible for the
infant to open his eyes. The child was treated
with regular saline (0-9%) irrigation and
chloramphenicol prophylaxis, the inflamma-
tion settled over the next four days.
Fortunately there was no residual scarring.
We have been unable to find any reports of

nasal instillation ofOlbas Oil in infants. Olbas
Oil contains oils of peppermint, clove,
eucalyptus, menthol, and cajub but it is the
latter three that cause the respiratory
symptoms. Menthol and eucalyptus are
terpenes that if ingested may cause epigastric
burning, nausea, vomiting, dizziness,
miosis, tachycardia, and a feeling of suffoca-
tion. In infants cyanosis, delirium, and
convulsions may occur. The respiratory
symptoms associated with instillation,
although dramatic, resolve eventually and
treatment is supportive.

Oral poisoning with menthol and eucalyp-
tus oils has occurred in the UK2 3 but nasal
instillation is more common in Europe where
bottles may be confused with normal saline.4
However, ocular involvement has been
described only after direct application of
camphor and eucalyptus.5

In young children nasal instillation causes
immediate respiratory distress and agitation.
This can lead, as in this case, to ocular admin-
istration. In patients with severe respiratory
symptoms, needing oxygen or ventilation it is
important to get an ophthalmic opinion.
Untreated the oils can cause local burning
and permanent comeal scarring.
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Pseudomonas cepacia

EDrOrR,-The spread of seudomonas cepacia
through previously stable populations of
cystic fibrosis clinics is an increasing cause for
concern. Anxiety has arisen after observations
that some patients with previously mild

disease experience an accelerated and fatal
deterioration in lung function after colonisa-
tion with the organism.' Early surveillance
studies in the UK suggested a maximum
prevalence of 7%,2 however, this has risen in
recent reports to approach the 40% described
in contemporary studies from North
America.3 The organism, which is an environ-
mentally ubiquitous plant pathogen, is
nevertheless surprisingly difficult to isolate
from the environment; a recent American
study only obtained 15 isolates from 900
cultures.

Mounting evidence of person to person
transmission4 has led the Cystic Fibrosis
Trust to issue guidelines for the management
of colonised patients. This advocates segrega-
tion for both inpatients and outpatients, with
restrictions on socialising and group activities.
P cepaia positive patients, therefore, feel
frightened and victimised. To address the
concerns within our own clinic we have
looked for evidence to support person-to-
person transmission of the organism.
Sputum samples from all 1 8 patients

attending both the adult and paediatric cystic
fibrosis clinics in Sheffield were routinely
cultured for the detection of P cepacia
on Mast P cepacia selective agar (Mast
Diagnostics Ltd, Bootle). Suspect colonies
were further identified by the API 20NE
system (BioMerieux, Basingstoke). However,
as the API 20NE system cannot differentiate
between isolates ofP cepacia, ribotyping tech-
niques were employed. Traditional ribotyping
detects genomic restriction fragment length
polymorphisms by probing the extracted
chromosomal DNA with ribosomal RNA.
The analysis ofDNA rather than phenotypic
characters provides a more stable determina-
tion of isolate identity.

Ribotyping using the restriction endo-
nuclease enzyme ECO RI (kindly performed
by Dr Ty Pitt; Central PHLS, Colindale,
London) was performed on all strains of P
cepacia isolated in 1992/3. The five patients
positive for P cepacia within this period (three
of whom were previous positives) had strains
with differing ribotype patterns. None of the
patients exhibited the 'epidemic' S3/PO: ribo-
type A strain, nor was there evidence of a

rapid deterioration in pulmonary function in
this group of patients with forced expiratory
volume in one second (FEVI) essentially
unchanged compared with values 12 months
before and 12 months after isolation of the
organism (table).

Although the modes of transmission of
P cepacia remain unclear, epidemiological
evidence from this study suggests person-to-
person spread has not occurred in this cystic
fibrosis population. In the absence of the
epidemic type A strain, strict segregation may
not be necessary.

CJ TAYLOR
Department ofPaediatrics,

Unirit ofSheffield,
Sheffield Chirn's Hospial,

Sheffidd S10 2TH

Change in FEV, after acquisition ofP cepacia

R HOWDEN
T SMITH

R C SPENCER
Department ofMicrobiology,
Royal Hallamshire Hospital,

Sheffield S10 2JF

1 Anonymous. Pseudomonas cepacia - more than a
harmless commensal? Lancet 1992; 339:
1385-6.

2 Govan JRW, Nelson JW. Microbiology of cystic
fibrosis lung infections: themes and issues. R
Soc Med 1993; 86 (suppl 20): 11-7.

3 Sajjan SU, Corey M, Karmali MA, Forstner JF.
Binding of Pseudomonas cepacia to human
intestinal mucin and respiratory mucin from
patients with cystic fibrosis. Clin Invest 1992;
89: 648-56.

4 LiPuma nl, Dasen SE, Nielson DW, Stem RC,
Stull TL. Person-to-person transmission of Ps
cepacia from patients with cystic fibrosis. Lancet
1990; 336: 1094-6.

BOOK
REVIEWS

Childhood Onset Anorexia Nervosa and
Related Eating Disorders. Edited by Bryan
Lask and Rachel Bryant-Waugh. (Pp 263;
£19.95 hardback.) Lawrence Erlbaum
Associated Ltd, 1993. ISBN 0-86377-294-3.

This book emanates from the professionals
working in the children's inpatient unit in the
Department of Psychological Medicine at the
Hospital for Sick Children in Great Ormond
Street. It draws on relevant literature and the
professionals' own experience working with
young people below the age of 15 who have
anorexia nervosa or related eating disorders.
The intention is to fill a gap. Although there
are many books about anorexia nervosa,
nothing focuses specifically on this age group.
The intention appears to be very practical,
namely to provide the appropriate back-
ground and guidance to those professionals
concerned with the direct treatment of
children with these disorders.
The book falls roughly into two halves apart

from a challenging initial chapter from a
parent. The next five chapters review relevant
literature concerning the description and
classification ofthese eating disorders, physical
aspects, epidemiology, aetiology, and prog-
nosis and outcome. A chapter on assessment is
then followed by nine chapters about overall
management and the various contributions to
treatment including nursing, physical treat-
ment, behavioural and cognitive approaches,
individual psychodynamic psychotherapy,
group therapy, and finally schooling.

This book is very practical in its orientation
and easy to access. Chapters are very clearly
structured with a liberal use of headings.

FEVI (% predited)
Age
first After

Patient positie At 12 Pseudomonas
No (ers) Date Previous isolation months Genotpe aeruginosa Aspergilu
1 14 14.7.87 41 29 36 508/508 + +
2 4-1 25.8.91 N/A N/A N/A 508/N +
3 25 15.4.93 58 56 52* 508/508 +
4 14 17.6.92 49 40 45 508/N + +
5 12 3.8.92 57 50 65 508/508 +1- +

*FEV, seven months after isolation. N/A=not available.
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