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be reduced; at least three of the patients of Kumar et al
probably fell into this category. We agree that gluten
seems to harm the teenager less than in the young child and
that a very few teenagers and young adults may seem to
tolerate gluten for long periods. We also know that some
patients don't realise that they are not completely well
until they have experienced a considerable improvement in
well being on a strict gluten free diet. Recent evidence
suggests that complying with a gluten free diet reduces the
risk of malignancy.

In their final paragraph the authors are ambivalent
about advocacy of a gluten free diet, although at one time
they did advocate one. We would be gratified to learn that
they accept that non-compliance with a gluten free diet
would be harmful for most of their patients.
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Drs Kumar, Milla, and Professor Walker-Smith comment:
Thankyou for inviting us to reply to the letter of Colaco et
al. None of us disagrees that a strict gluten free diet is
mandatory in children and, indeed, this is the practice we
all follow. There is also no doubt that shortness of stature
can be due to untreated coeliac disease and, in our paper,
three of the patients with their heights in the <3rd centile
group in fact presented with this complication.
The point of our paper was to show that, despite being

repeatedly advised to adhere to a strict gluten free diet,
many teenagers did not follow this advice. Our clinics also
have a dietician in attendance and the 'teenage' coeliac
clinic has now been running for over 16 years with all
patients being carefully monitored. The morphometric
measurements of the jejunal mucosa, however, showed
that many patients had abnormal mucosa despite stating
that they were on a strict diet. It is well known that patients
often say what they feel their doctor would like to hear!
To answer specific points: we reported measurements in

only 70 of 102 patients as the remaining had been
measured with less accurate techniques. The criticism put
forward would also apply to their own paper where only 45
of 52 patients were reported-a far smaller number than in
our paper. One explanation for the difference between our
papers could be that although all our patients had reached
puberty, perhaps some of the patients of Colaco et al had
not as this point was not mentioned in their paper. Finally,
if Colaco et al 'find it difficult to accept' that our patients

were well 'despite gluten ingestion' we can only refer them
to the references quoted in our paper or, indeed, to any
clinician who sees patients with coeliac disease on a regular
basis.

IgG antibodies to Aspergillus
fumigatus in cystic fibrosis
Sir,
We read with interest the report by Forsyth et al showing a
significant negative correlation between the serum titre of
IgG antibody to Aspergillus fumigatus and the Shwachman
score and several indices of pulmonary function in cystic
fibrosis.1 The authors speculate that high antibody titre
might lead to more severe disease through an increase in
the amount of inflammation in the lung, though they
acknowledge that conversely it might merely reflect
colonisation of the damaged lung in those with more
severe disease. Unfortunately they do not give details
about Pseudomonas aeruginosa colonisation and specific
P aeruginosa IgG serum antibodies in their patients.
We have recently done a similar study in 36 patients with

cystic fibrosis aged 1-19 years. IgG ELISA to A fumigatus
metabolic and somatic antigens was performed and the
serum titre was obtained by comparing the results with
reference serum. We found, as Forsyth et al, a significant
negative correlation of the titre with forced expiratory
volume in one second (r 0-61, p<0-01), forced vital capa-
city (r 0-59, p<0.01), peak flow (r 0-58, p<0-01),
Shwachman score (r 0-55, p<0-01), forced expiratory flow
measured between 25% and 75% of expired vital capacity
(r 0-54, p<0-01), and a positive correlation with age
(r 0-42, p<0-01). The closest association (figure) was,
however, with the number of serum precipitins to
P aeruginosa (determination kindly done by Dr Niels
H0iby, Statens Seruminstitut, Copenhagen, Denmark)
(r 0-79, p<0-001). Raised serum precipitins to
P aeruginosa have previously been associated with
advanced lung disease and chronic P aeruginosa bronchial
infection in cystic fibrosis.2 Any independent effect of
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Figure Correlation ofserum titre ofIgG antibodies to
Aspergillus fumigatus and number ofserum precipitins to
Pseudomonas aeruginosa. y=24-328x+246-085, r=0 9.
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A fumigatus IgG antibody would thus be difficult to
elucidate.
We think that raised IgG antibody to A fumigatus in

cystic fibrosis is in most instances probably a secondary
event in damaged lungs with chronic infection. There is a
risk in some patients for the development of allergic
bronchopulmonary asperigillisis (ABPA) which should be
carefully investigated in every patient with cystic fibrosis.
The role, if any, of IgG antibodies to A fumigatus in
absence ofABPA remains to be established as Forsyth et al
say.
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Coarctation of the aorta
corrected during the first month of life

Sir,
In their review of coarctation of the aorta presenting in the
neonatal period, Ehrhardt and Walker emphasise the life
threatening nature of this condition and the need for
urgent referral to a hospital where confirmatory investiga-
tion and surgical correction can be performed.1 They also
point out that many babies arrive at their centre in poor
condition and reiterate that initially an important clue to
the diagnosis is the observation of a difference between
blood pressure in the right arm and the lower limbs. No
figure is suggested for the magnitude of this disparity but it
is usually considered to be significant if greater than 20
mm Hg.2
Sphygmomanometric measurement of blood pressure in

the newborn is not easy and many neonatal units have
come to rely on electronic instruments which employ an
oscillometric technique, such as the Dinamap (Critikon).
The Dinamap, however, has been shown to overestimate
blood pressure in some hypotensive infants,3 and we have
recently seen two normally grown term babies with

coarctation in whom the Dinamap 8100 gave misleading
results in the lower limbs. Both patients presented with
heart failure and absent femoral pulses in the first week of
life and despite the use of appropriately sized cuffs the
blood pressure readings in the lower limbs were almost
identical to the normal value obtained in the right arm.
From our experience it appears that in cases of coarctation
the Dinamap can overestimate blood pressure in the
hypotensive lower limb and thereby obscure the under-
lying diagnosis. If absent femoral pulses suggest coarctation
but the Dinamap shows no significant difference between
upper and lower limb blood pressure, urgent referral to a
cardiothoracic surgical centre should not be delayed.

References

l Ehrhardt P,- Walker DR. Coarctation of the aorta corrected
during the first month of life. Arch Dis Child 1989;64:330-2.

2 Wilkinson JL, Cooke RWI. Cardiovascular disorders. In:
Roberton NRC, ed. Textbook of neonatalogy. Edinburgh:
Churchill Livingstone, 1986:340-82.
Diprose GK, Evans DH, Archer LNJ, Levene MI. Dinamap
fails to detect hypotension in very low birthweight infants. Arch
Dis Child 1986;61:771-3.

S L WATKIN and J W L PUNTIS
Birmingham Maternity Hospital,
Queen Elizabeth Medical Centre,

Edgbaston,
Birmingham B15 2TG

Accidental feeding of a dilute antiseptic
solution to five babies
Sir,
Five normal newborn breast fed babies were accidentally
fed a dilute antiseptic solution (chlorhexidine 0*05% with
cetrimide 1%) in place of sterile water and developed
caustic burns of the lips, mouth, and tongue within
minutes; one baby became quite severely ill due to acute
pulmonary oedema, but all survived without sequelae.
A full account of this incident in 1976 has been published

elsewhere,' but I would like to draw it to the attention of a
wider paediatric readership. Babies at this hospital are
routinely given 'top ups' of sterile water if necessary after
feeding from the breast so as to alleviate thirst but not so as
to give a feeling of satiety-thus encouraging them to feed
from their mothers; this avoids the pitfalls of giving top ups
of cows' milk formula or glucose solution.
The five babies developed symptoms almost simul-

taneously, and a rapid inspection of the Milk Room
showed that, in addition to sterile water, glucose solution,
and proprietary milk feeds, there were a number of full
and empty clear 50 ml bottles of a dilute antiseptic solution
of chlorhexidine 0-05% with cetrimide 1%. This was
normally supplied in 500 ml fluted opaque glass bottles,
which were temporarily unavailable, so the suspicion was
that the antiseptic solution had been given as a top up feed.
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