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It would be interesting to know more
precisely what were the criteria of " failure"
cases.-I am, etc.,

JOHN M. MCGILCHRIST,
Medical Director,

William R. Warner & Co. Ltd.
Eastleigh,
Hampshire.
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Management of Acute Salicylate
Poisoning

SIR,-Unexpected sudden death has been
a recognized feature of acute salicylate
poisoning, and it still occurs. An early
acidosis is the cause. Would not a blood
pH done in casualty probably be life-saving ?
The result can be obtained in 15 minutes-
far quicker than the plasma-salicylate level.
-I am, etc.,
Guy's Hospital,
London S.El . R. C. MAC KEITH.

Unusual Mycoplasma pneumoniae
SIR,-We wish to report a case of Myco-

plasma pneumoniae infection with an unusual
presentation.
The patient was a 5-year-old boy who five

days before admission developed a maculo-
papular, mildly pruritic erythematous rash.
The rash appeared first on his upper arms and
legs, and over the next three days spread up
his trunk to involve the face. He was pyrexial
during this time and had commenced a course
of penicillin at home after the onset of the rash.
He also had a mild irritant cough. There was
no known contact with infectious or other
disease. He had had rubella and chicken-pox
and had been vaccinated against measles one
year previously. No drugs had been taken prior
to onset of the rash. A budgerigar was the
only pet in close contact with the child.
On examination his temperature was 100.4' F.

(38' C.). There was a generalized maculo-
papular rash tending to be confluent in the
axillae and involving the palms and soles. The
face was only mildly affected. A few petechial
spots were noted on the hard palate. Generalized
lymphadenopathy was present. His spleen was
palpable 5 cm. below the left costal margin;
the liver was palpable 3 cm. below the right
costal margin. Lung fields were clinically
normal. No other abnormality was detected.
A clinical diagnosis of glandular fever was

made. However, his Paul-Bunnell test was
negative on two occasions, and white blood count
was 6,700/cu. mm., with slight neutrophila and
no abnormal cells. Further investigations
excluded toxoplasmosis, cytomegalic inclusion
disease, brucellosis, and enteric fever. E.S.R.
21 mm. at 1 hour. Haemoglobin 11.3 g./100 ml.
No virus was isolated from throat swabs, blood,
urine, or stools. Blood cultures were sterile.
His temperature settled in 24 hours without
treatment, and during the next five days his rash
began to fade and the spleen and lymph nodes
became smaller. His cough became more pro-
minent, and on the fifth day after admission he
developed signs of left upper lobe consolidation,
confirmed by chest x-ray examination. He was
given a seven-day course of ampicillin, but
despite this the signs in his chest spread with
crepitations heard in all areas of both lungs.
His temperature rose to 101' F. (38.3' C.) in

the first 72 hours of the pneumonia, but he
remained surprisingly well. The diffuse signs
in the lungs persisted for 12 days, but after this
time his chest was clear clinically and radio-
logically. There was some skin staining in
the distribution of the rash, and his spleen was
just palpable. His E.S.R. had risen to 62 Am.
at 1 hour and his white blood count was
8,800/cu. mm., with 7% eosinophils, a total
eosinophil count of 550/cu. mm.
The diagnosis was made retrospectively.

Specimens of blood for virus antibodies were
collected on the seventh day and the 28th day
after the onset of the illness. Significant com-
plement fixation titres were found only to Myco-
plasma pneumoniae as follows:

7th day ... 1: 4
28th day ... 1: 64 (convalescent)

No cold agglutinins were detected on the 28th
day. When seen as an outpatient at that time
he was completely well. The spleen and liver
were no longer palpable, and his E.S.R. was
8 mm. at 1 hour.

The rise in complement fixation titre to
mycoplasma is regarded as significant. A
positive titre is often not obtained until the
tenth day of the illness.1 Rashes are un-
common in Mycoplasma pneumoniae infec-
tions, but this organism has been implicated
in a number of cases of erythema multiforme.
In one series complement fixation antibodies
to mycoplasma were found in five consecutive
cases.2 Pityriasis rosea and erythema nodosum
have also been reported during mycoplasmal
pneumonia.' Splenomegaly is said to be rare
in mycoplasmal pneumonia.' We suggest
that Mycoplasma pneumoniae infection should
be considered when a clinical diagnosis of
" glandular fever " is made, unsupported by
haematological findings and with a negative
Paul-Bunnell, specially when rash and pneu-
monitis are prominent.
We would like to thank Dr. J. F. Warin, con-

sultant in infectious diseases, for permission to
report this case.

-We are, etc., ALISON LEACH.

The Slade Hospital. B. W. LEWIS.
Oxford.
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Hiatus Hernia
SIR,-As one of the writers who criticized

the final paragraph of your leading article
on hiatus hernia (21 September, p. 691) I
would like to comment on the recent remarks
made by Mr. W. Silber (4 January, p. 53).

In the past surgery for the repair of hiatus
hernia has had a bad name because it was
said that there was a high degree of recur-
rence. During the last few years, when much
has been learnt about the physiology of the
gastro-oesophageal junction, the surgical
results have improved greatly, and a very low
incidence of recurrence follows operations
such as the Belsey operation. During the
year which has just finished, I have operated
on 72 patients with hiatus hernia, and a
further 40 have had their names added to
the waiting-list. These patients have had
distressing symptoms of refilxt oesophagitis
for an average of 10 years, and an appreciable

percentage have suffered serious complications
during that time, such as anaemia of varying
degrees, and repeated spillover pneumonitis.
A much smaller number had developed
organic strictures, judged at oesophagoscopy
or thoracotomy, and two of the 72 patients
had developed carcinomas after many years
of reflux oesophagitis.

There is indeed an incidence of recurrence,
as after all hernia surgery. In the case of
hiatus hernia, however, this incidence is low,
and, because a few of these patients suffer
a recurrence, surely this is no reason for
denying the great majority lasting relief from
their most unpleasant symptom. Of all the
thoracic surgical procedures, the successful
repair of a hiatus hernia produces some of
the most grateful patients.-I am, etc.,

MICHAEL BATES.
Thoracic Department,

North Middlesex Hospital,
London N. 18.

Treatment of Skin Fissures

SIR,-Lieutenant-Colonel H. C. M. Walker
(4 January, p. 53) omits an essential part
of the treatment of skin fissures. Healing
will not occur in the presence of hard,
thickened skin, and the fissure edges must
be adequately 'trimmed before an occlusive
dressing is applied. Healing is then certain
and permanent. As he says, detergents must
be avoided.-I am, etc.,

J. R. MASON.
Glasgow.

Rickettsial Endocarditis
SIR,-In view of recent reports in the

B.M.Y.-the clinicopathological conference
(5 October, p. 40), Dr. H. Williams and
others (9 November, p. 387), Dr. J. H.
Walters (21 December, p. 770), and Dr. D.
Meyers (21 December, p. 771)-we wish to
describe briefly the apparently successful use of
lincomycin, initially alone and subsequently
with tetracycline, over a period of 15 months
in a patient with endocarditis due to Coxiella
burneti. It seems particularly important to
describe those cases where antibiotic therapy
appears to have been successful since the
publication by Kristinsson and Bentall' who
reported survival in five of six patients in
four of whom valve replacement had been
used. Prior to this all published cases
managed conservatively had been fatal.
A 43-year-old farm manager's wife felt unwell

in March 1966, with intermittent rigors and
unusual tiredness. She was first seen in this
hospital in July 1967, having been referred for
investigation in the belief that she had a urinary
infection. She was subsequently admitted to
this hospital in September 1967. At the time
of admission she was pyrexial, had finger club-
bing, splenomegaly, and clinical and radiological
evidence of mitral stenosis. There was a moder-
ate anaemia (haernoglobin 11.4 g./100 ml.) and
an E.S.R. of 45 mm. in the first hour. A palmar
erythema was accompanied by a disturbance of
liver function tests. There was also thrombo-
cytopenia (platelets 32,000/cu. mm.) without
purpura. In the belief that she had subacute
bacterial endocarditis 15 samples of blood were
taken during the first 48 hours for blood culture,
and all of these proved subsequently to be
sterile. Treatment was instituted initially with
penicillin and streptomycin, and the pyrexia be-
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