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In a British teaching hospital in one year (1990) eight
children had 17 admissions with convulsive status epilepti-
cus (Developmental Medicine and Child Neurology 1995; 37:
226-31). They were seen by a consultant during eight of
the admissions and on two occasions the child was seen
solely by a senior house officer. The acute management of
convulsive status epilepticus was correct but review and
adjustment of long term management often seemed poor.
The authors conclude, no doubt correctly, that junior staff
need more training in these matters, but what are the
responsibilities of consultants?

Three papers in JAMA (1995; 273: 783-9, 790-4, and
795-8) add to information about risk factors for sudden infant
death syndrome (SIDS). The first, from Tasmania, provides
both whole population and cohort data and concludes that
decreased use of the prone sleeping position accounts for about
70% of the observed fall in SIDS since 1991. A case-control
study from California (790-4), however, did not show an
association between routine prone sleeping position and cot
death. The third paper, also from California, gives an overall
adjusted odds ratio for SIDS of 2-28 if the mother smokes and
3 46 if the father smokes.

The disorders other than cystic fibrosis associated with
high sweat electrolyte concentrations include ectodermal
dysplasia, adrenal insufficiency, hypothyroidism, malnutri-
tion, nephrogenic diabetes insipidus, mucopolysacchari-
doses, and fucosidosis. A recent report describes the
second case of high sweat chloride concentration in
Mauriac's syndrome (badly treated diabetes mellitus with
poor growth and a large liver full of glycogen), probably as
a consequence of malnutrition (Journal of Pediatrics 1995;
126: 261-3).

Three children in St Louis, Missouri, aged 7, 11, and 13
months, presented with a rapidly progressive encephalopathy
with focal or generalised seizures (Journal of Pediatrics 1995;
126: 234-41). Using the polymerase chain reaction herpes
simplex virus type 1 was demonstrated in the cerebrospinalfluid
of all three. Magnetic resonance imaging proved more informa-
tive than computed tomography and showed diffuse or multi-
focal disease in two and disease localised to the right paracentral
region in the third. Temporal lobe involvement was notfound in
any of the children.

All medical students are taught the typical features of
innocent murmurs. But are they reliable? Could general
paediatricians misclassify significant murmurs as innocent?
Two Danish paediatricians assessed 100 children referred
to them with murmurs (European Journal of Pediatrics
1995; 154: 15-7). On purely clinical grounds they decided
that 53 had no heart disease, 24 possibly had heart disease,
and 23 definitely. Assessment by a paediatric cardiologist,
including colour Doppler echocardiography, showed that
the general paediatricians' diagnosis of 'no heart disease'
was correct in all but one child, who had clinically insig-
nificant peripheral pulmonary artery stenosis. Of the 24
with 'possible heart disease' 17 were found to have normal

hearts. The remaining seven had ventricular septal defects
(2), atrial septal defects (2), aortic stenosis (2), and
pulmonary stenosis (1). Eight of the 23 thought to have
'definite heart disease' had normal hearts. The rest had
ventricular septal defects (7), atrial septal defects (2),
pulmonary stenosis (2), and one child each with patent
ductus arteriosus, atrioventricular septal defect, mitral
regurgitation, and tricuspid regurgitation.

A systematic review of the published data on Helicobacter
pylori infection in children (JAMA 1995; 273: 729-34) con-
cludes that there is strong evidence for an association between
H pylori infection and antral gastritis and duodenal ulceration
but weak or no evidence for a link with recurrent abdominal
pain.

Surgeons in Australia have performed laparoscopic
pyloromyotomy on 37 babies with infantile hypertrophic
pyloric stenosis (Journal of Pediatric Surgery 1995; 30:
37-8). There were no technical failures and no compli-
cations apart from transient minor surgical emphysema of
the abdominal wall in one baby. They have got their
operating time down to about 15 minutes and the babies
were able to go home 28 hours (16 to 52 hours) after oper-
ation. The procedure leaves three very small surgical scars.

Workers in Boston, Massachusetts have performed a
randomised trial comparing hypothermic circulatory arrest and
low flow cardiopulmonary bypass during arterial switch surgery
in babies with transposition of the great vessels (New England
Journal of Medicine 1995; 332: 549-55). Children who had
undergone circulatory arrest were more likely to have postopera-
tive seizures and they had more neurological abnormalities and
did less well on tests ofpsychomotor development when assessed
at the age of 1 year.

New data from Canada suggest that babies' experience of
pain may affect their future response to pain (Lancet 1994;
344: 291-2). Boy's responses to immunisation injections at
age 4 to 6 months were observed and it was found that
circumcised boys cried for longer and showed a greater
reaction to pain than uncircumcised. Pain in the newborn
not only causes acute distress but it is possible that it may
prime babies to react more to subsequent pain.

National vaccination against chickenpox may soon begin in the
United States if the expected Food and Drug Administration
license is obtained (JAMA 1995; 273: 833, 4 and 6). Work on
a varicella zoster virus vaccine began in 1966 and was
advanced by the production of an attenuated virus in Japan in
the early seventies but modifications to ensure safety, especially
in immunodeficient children and those with malignant disease,
have meant repeated delays. The newest version of the vaccine
is said to give seroconversion rates of 95% or more and around
90% protection. Antibody levels are maintainedfor at least 7 to
10 years but postmarketing studies will be needed to determine
whether revaccination in later childhood is necessary. In the first
place a single dose given with measles, mumps, and rubella vac-
cine will be recommended.
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INSTRUCTIONS
TO AUTHORS

Papers for publication should be sent to the
Editors, Archives of Disease in Childhood,
BMA House, Tavistock Square, London
WCIH 9JR. Submission of a paper will be
held to imply that it contains original work
not being offered elsewhere or published pre-

viously. Manuscripts should be prepared in
accordance with the Vancouver style.1 The

editor retain the right to shorten the article or
make changes to conform with style and to
improve clarity.
For guidance on ethical aspects refer to the

editorial in this journal.2 All authors must sign
the copyright form after acceptance.

Faiwre to adhere to any of these instruc-
tons may result in delay in processing
the ipt and it may be returned to
the author for correction before being
submitted to a referee.

General
* Authors must submit two copies of the

manuscript and any subsequent revision.

* When submitting original manuscripts
authors should send a copy of any of their
other papers on a similar subject to assure

the editors that there is no risk of duplicate
publication.

* If requested, authors shall produce the data
upon which the manuscript is based for
examination by the editor.

* Manuscripts must have a title page which
gives the title of the paper, the name of the
author(s), the place where the work was

carried out, and the address of the corres-

ponding author. The number of authors
should be kept to a minimum and should
include only those who have made a contri-
bution to the research: justification should
be made for more than five authors.
Acknowledgments should be limited to
workers whose courtesy or assistance has
extended beyond their paid work, and to
supporting organisations. Information
about the availability of reprints should be
given at the end of the references.

* Authors should provide up to three key
words for the index.

* The article and references must be typed in
double line spacing throughout with a 5 cm
margin on the left side. The right hand
margin should not be justified. Pages
should be numbered in the top right hand
corner.

* All measurements must be in SI units apart
from blood pressure measurements, which
should be in mm Hg, and drugs in metric
units.

* Abbreviations should be used rarely and
should be preceded by the words in full
before the first appearance.

* In the statistical analysis of data 95% confi-
dence intervals should be used where
appropriate.

* Any article may be submitted to outside
peer review and for statistical assessment.
This usually takes six weeks but a longer

period is required for some manuscripts.
Articles are usually published within five
months of the date of the final acceptance
of the manuscript.

* No free reprints will be provided. Reprints
may be ordered when the proof is returned;
they take about two months to be dis-
patched and those going overseas are sent
by surface mail.

* If the paper is rejected the manuscript and
all illustrations will be shredded unless a

request is made at the time of submission
for their return.

Original articles
* The title should have no more than 10

words and should not include the words
'child', 'children', or 'childhood' (already
implicit in the title of the journal).

* The abstract of an experimental or observa-
tional study must clearly state in sequence
and in not more than 150 words (i) the
main purpose of the study, (ii) the essential
elements of the design of the study, (iii) the
most important results illustrated by
numerical data but not p values, and
(iv) the implications and relevance of the
results. The abstract of a paper which
focuses on a case report(s) must summarise
the essential descriptive elements of the
case(s) and indicate their relevance and
importance.

* It has not been the policy of the journal to
request structured abstracts. The editors'
views were summarised in a previous
editorial (Writing economically, March
1990: 251) where we suggested that
structured abstracts could be dull to read.
We recommended structured contents but
not structured style of presentation. We are

aware, however, that certain research
papers do lend themselves to a structured
style of presentation of the abstract and we
now wish to 'test the water'. Some papers
will now be published with a structured
abstract. If you are submitting a paper and
you feel the abstract would be more helpful
to readers in a structured style then please
submit it in this form.

Short reports
* Length must not exceed 900 words, includ-

ing an abstract of less than 50 words, one

or two small tables or illustrations and up
to six references. If more illustrations are

required the text must-be reduced accord-
ingly.

* The title should be no longer than seven

words.

Annotations
* Annotations are commissioned by the

editors who welcome suggestions for topics
or authors.

Medical audit
Most medical audit is of local interest and for
education purposes, however some medical
audit may be of wider interest to paediatri-
cians and those involved with developing

systems of medical audit. Papers concerned
with service evaluation, quality assurance,
and outcome measures that may or may not
involve medical audit will be accepted and
published depending on their merit and
relevance. In particular the following may be
worthy of publication:

* Models of good practice that include a

description of the service before medical
audit, the standards developed, a descrip-
tion of the training of professionals to meet
those standards, and a demonstration of
improvement after medical audit.

* Innovative methods of medical audit.

Letters
* Letters must be typed in double line spac-

ing, should normally be no more than 300
words, have no more than four references,
and must be signed by all authors. Two
copies should be provided. Letters may be
published in a shortened form at the
discretion of the editor.

Tables and Illustrations
Tables should be presented separately and
typed in double line spacing without ruled
lines.
* Illustrations should be used only when data

cannot be expressed clearly in any other
way. When graphs are submitted the
numerical data on which they are based
should be supplied.

* Illustrations should be trimmed to remove

all redundant areas; the top should be
marked on the back.

* Patients shown in photographs should have
their identity concealed or written consent
to publication should be obtained.

* Ultrasound scans, radiographs, etc, should
be arrowed on an overlay to indicate areas
of interest or should be accompanied by
explanatory line drawings.

* If any tables or illustrations submitted have
been published elsewhere, written consent
to republication should be obtained by the
author from the copyright holder (usually
the publisher) and the authors. A copy of
the letter giving consent must be included.

* Please note that the cost of reproducing any
colour figures will be charged to the authors
(please contact the editorial office for price).
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