Chlamydial conjunctivitis was diagnosed more
often in autumn than winter. There was no difference in birth rate in the health authority in these
seasons. Others have found C. trachomatis conjunctivitis to occur more often in the fourth quarter of
the year. The reason for this is unknown.6
Neonates are thought to acquire C. trachomatis
during passage through the birth canal. In our study
four babies with chlamydial conjunctivitis had been
delivered by caesarean section in the presence of
intact membranes. Both parents of two of these
babies had C. trachomatis genital infection. This
suggests that babies may acquire C. trachomatis by
routes other than passage through an infected
cervix, possibly by ascending cervical infection.
Infants developing C. trachomatis conjunctivitis
after caesarean section might, however, be infected
after birth by their parents or by indirect contact
with other infected infants.
Two babies of 26 seen after treatment had
persistent discharge and C. trachomatis was reisolated from one (4%). In another study 12% of
34 cases had persisting C. trachomatis after similar treatment7 As in this study, reisolation of
C. trachomatis in our patient was associated with
minimal discharge. Gonococcal ophthalmia is now
thought to be rare in Britain. Our single case had
concurrent C. trachomatis infection.
We believe that investigation of conjunctivitis in
neonates should include specimens for C. trachomatis as well as bacteria. Parents of infants with
chlamydial (or gonococcal) conjunctivitis should be

investigated because C. trachomatis is a common
cause of pelvic inflammatory disease and has important public health consequences.
The authors thank Syva UK for the supply of reagents, Lederle
Laboratories for financial support, and Mrs Hanni Martin for her
help in the preparation of the manuscript.
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Nutritional treatment of congenital heart disease
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SUMMARY Twelve of 13 patients with congenital
heart disease given continuous enteral nutrition
displayed normal growth; cardiac function remained
stable or improved in 10 in spite of the water load
(146±22 mllkg/day). This is safe treatment for
malnutrition in congenital heart disease.

Growth delay is commonly observed in infants with
congenital heart disease. This seems to be due to
both cardiac failure and malnutrition, whatever the
nature of the malformation.' In some cases malab-

sorption has been found,' but malnutrition is mainly
due to poor voluntary intake. 1-3
Poor growth delays the surgical correction of the
cardiac anomaly and can impede postoperative
catch up growth, due to development of pulmonary

hypertension.'
Few studies have attempted, however, to correct
or prevent malnutrition in congenital heart
disease. 2-

Patients and methods
We studied 13 patients admitted to hospital to
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improve their state before surgery. Four were
neonates less than 2 weeks old (mean 11 days). The
other nine were on average 14 weeks old (range
2-24 weeks). They presented either with cardiac
failure or failure to thrive in spite of digitalis and
diuretic treatment. Ten had ventriculoseptal defects, one supravalvular aortic stenosis, one a
tricuspid atresia, and one abnormal implantation of
the left coronary artery. The four children presenting
with Down's syndrome also had heart defects but no
other malformation.
The newborn infants still weighed less than their
normal birth weight. Weight and height gains were
expressed as a ratio of observed values to normal for
age given by the Sempe chart5 to remove differences
in growth rate due to age.
A

25

Continuous intragastric infusion using an infant
formula with added energy in the form of medium
chain triglycerides and carbohydrate was started at a
rate of 40 mlUkg/day and progressively increased
until an increase in weight was observed. Infants
were weighed daily and measured every two weeks.
Infants who were fed by this method for less than
two weeks were excluded. Height increase is shown
for patients fed intragastrically for at least four
weeks.
The differences between the first and last days of
study were analysed by the non-parametric Mann
and Whitney test.
Results

Feeding lasted for a mean (SD) of 40 (21) days and
supplied a mean (SD) of 137 (27) KcaUkg/day in 146
(22) ml/kg/day. Absolute weight gains are shown in
Figure 1. Figure 2 compares weight and height
ratios. Height growth before feeding, which could
be calculated in only three infants, is not shown.
Only one infant on the feeding regimen had a
growth below 10% of normal; surgical intervention
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Fig. 1 Weight gain (glday) from birth to admission to
hospital v results of continuous enteralfeeding. Open
symbols represent children in whom the feeding had to be
stopped for cardiac surgery.
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Fig. 2 Relative growth:height growth during continuous
enteral feedinglideal growth for age (height) v weight gain
during continuous enteral feeding/ideal weight gain for age
(weight). Open symbols represent children in whom the
feeding had to be stopped for cardiac surgery.
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was necessary in this case because of persistent
cardiac failure.

Cardiac outcome. The feeding regimen had to be
stopped and cardiac surgery performed in three
infants with complex cardiac lesions, one of whom
died during surgery.
Nine infants benefited from the feeding until their
nutritional state had improved enough to allow safe
surgical intervention. One was sent home after
cardiac failure had resolved.
Discussion
We report an attempt to prevent the development of
malnutrition in infants with congenital heart disease.
Our results clearly show that these infants do grow
when given an adequate energy supply, even if they
have complex lesions presenting with cardiac failure. This is therefore confirmation that cardiac
failure delays growth mainly by reducing voluntary
intake.
The weight gain was associated with normal
growth in height in eight of the nine infants. This
group of patients has good growth potential. We
cannot exclude some water retention, yet none
displayed gross oedema. A prospective study is in
progress to assess body composition in these
patients.
All our patients had types of congenital heart
disease that usually preclude any increase of fluid
supply. The feeding regimen had to be stopped,
however, only in infants with congenital heart
disease of poorer natural prognosis. Continuous

enteral feeding may alleviate both fatigue due to
sucking and periodic blood flow changes related to
feeding.6
Conclusion

Continuous enteral feeding can be given to malnourished children with congenital heart disease
even if they present with cardiac failure and will
result in safer cardiac surgery.
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Hereditary multiple glomus tumours
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SUMMARY A 9 year old girl presenting with multiple
glomus tumours is reported. Multiple glomus
tumours are rare, often asymptomatic lesions, with a
familial tendency and found in a more proximal
location than their solitary counterparts. In our
report four close relatives had similar lesions.
Indications for surgical excision are discussed.

Glomus tumours are usually solitary, painful, and
found in the distal extremities, classically under the

nails. More recently, however, it has been recognised that multiple glomus tumours may occur as
bluish swellings with a more proximal location.1-3
Multiple glomus tumours are extremely rare, and by
1971 only 45 cases had been reported.4 Characteristically, the tumours are asymptomatic, although a
patient may have both painful and painless lesions at
the same time. They occur with greater frequency in
children than in adults but remain less common in all
age groups than their solitary counterparts.' Several
authors have recorded a familial tendency in some
cases of multiple glomus tumours with an autosomal
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