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With the usual seasonal increase in exacerbations of bronchitis, compli-

cated this year by the influenza epidemic, the antibiotic management of
bronchitis and its complications is very much to the fore again.

Firstly, it should be emphasized that bronchitis is a chronic relapsing
condition, which shows a marked tendency to remission under conrlitions
of rest and good nursing in a stable ambient temperature, either at home
or in hospital. Antibiotic treatment is only one facet of the management;

postural drainage and the use of bronchodilators are at least as important.
In these circumstances before any new and expensive antibacterial pre-

paration is used it should be clearly shown to have some advantage over

older forms of treatment.
In the past one of the main topics of interest in this field was that of

long-term antibiotic therapy versus treatment of the acute exacerbation.
Long-term treatment has become less and less popular, and-especially
under the prevailing circumstances of epidemic influenza-has an added
risk of leading to superinfection with resistant organisms.

Bacteriological studies are clearly neither practical nor desirable in the
management of a simple acute exacerbation of such a common condition.
The presence in almost every case of Haemophilus influenzae, with or

without the pneumococcus, makes it easy to predict appropriate treatment.
Only if the expected response is not obtained need specimens be examined
bacteriologically to exclude the presence of either staphylococci or resistant
strains of normally sensitive species.

Initial treatment of relapse in a bronchitic should be with a drug given
by mouth, and nothing has any clear advantage over the tetracycines for
this purpose. Oxytetracycine in a daily dose of 2 g. is perfectly adequate.
Increasing numbers of pneumococci are showing resistance to tetra-
cycline,1`3 and known pneumococcal pneumonia should be treated with
penicillin or in allergic patients with erythromycin. Resistance in Haemo-
philus is much rarer but may occur. Both organisms are still sensitive to
ampicillin, which can be used as an alternative to tetracyclines in bronchitis
but has no clear advantage when ordinary 1-2 g. doses are given daily.
However, J. R. May and D. M. Delves' obtained impressive remissions in
some difficult cases when 4 g. doses were used, sometimes giving the drug
parenterally. The particular tendency of this drug to cause allergic skin
reactions detracts somewhat from its usefulness.

If tetracycines fail, and provided the patient's condition has not
deteriorated to a pneumonia, alternative management was formerly with
parenteral penicillin with streptomycin-a combination not differing
greatly from ampicillin but no doubt owing some of its success to the
parenteral route of administration. In patients showing penicillin allergy
and also in other severe cases chloramphenicol has been used, but in view
of the potential toxicity of this drug trimethoprim with sulphamethoxazole
should now be considered early if alternative treatment is required.
D. T. D. Hughes5 showed that this combination is a perfectly adequate
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alternative oral treatment in bronchitis, though again it has
no clear advantage in the majority of cases. It is expensive,
and while response is often rapid, relapse is not uncommon,
even though its effect is bactericidal. Superinfection with
yeasts and Pseudomonas occurs with prolonged courses as
with other antimicrobials. However, trimethoprim with sul-
phamethoxazole does have one potential advantage. Nearly
all strains of Staphylococcus aureus are sensitive, and staphyl-
ococcal pneumonia is the only really life-endangering
infective hazard in bronchitis and is particularly common
in exacerbations after influenza. Ampicillin and tetra-
cyclines commonly select penicillinase-producing or multiply-
resistant staphylococci, and fatal pneumonia may result.
This is unlikely to happen when trimethoprim is used.
Further, when the distinction between an acute exacerba-
tion and an early pneumonia is not possible, it is worth
remember.ng that staphylococcal pneumonia responds well
to trimethoprim with sulphamethoxazole,6 which can be
used to cover either eventuality.
More orthodox treatment for known staphylococcal

pneumonia might be fucidin with cloxacillin. However, in
vitro antagonism is demonstrable between this pair of drugs,
and fucidin with erythromycin is a better combination: it
avoids possible interference, there may be synergy of
action, and erythromycin is more active than cloxacillin
against the pneumococcus. Pneumococcal pneumonia is a
common and severe infection in elderly bronchitics, and it is
prudent to use the most effective compound in its treatment,
so that if the condition is certainly pneumococcal benzyl
penicillin is the drug of choice.

Finally, various new drugs have little or no advantage in
bronchitis. Cephaloridine is less active than ampicillin against
Haemophilus, the minimum inhibitory concentration being
4-8 jig./ml. as against 0.25 ,tg./ml. for ampicillin. Since there
is a possibility of nephrotoxicity at the higher dose required,
cephaloridine is of limited use in this condition. K. M.
Citron and J. R. May7 found no place for rifampicin in
bronchitis, and lincomycin and even its 7-chloro-derivative,
clindamycin are no more active than erythromycin against
Haemophilus species and have nothing to recommend them in
this field.

Transmission of Toxoplasmosis
Toxoplasmosis was first recognized by A. Splendore' in
rabbits in Sfo Paulo in 1908. Sixty years later the infection
was still present in the same laboratory colony of animals,
yet the mode of transmission has remained obscure until very
recently. A. Castellani' was probably the first to see the
causative organism (Toxoplasma gondii) in man, in 1941 in
Ceylon, but the widespread and cosmopolitan nature of the
infection was not appreciated until the introduction of the
dye test by A. B. Sabin and H. A. Feldman3 in 1948. It is
now apparent that a large proportion of the world's popu-
lation are infected-for example, 330% of adults in Eng-
land.4

I Turner, G. C., Lancet, 1963, 2, 1292.
2 Schaffner, W., Schreiber, W. M., and Koenig, M. G., New England

7ournal of Medicine, 1966, 274, 451.
3 Percival, A., Armstrong, Elizabeth C., and Turner, G. C., Lancet, 1969,

1, 998.
4 May, J. R., and Delves, Doreen M., Lancet, 1965, 1, 929.
5 Hughes, D. T. D., British Medical 7ournal, 1969, 4, 470.
6 Darrell J. H., Garrod, L. P., and Waterworth, Pamela M., Journal of

Clinical Pathology, 1968, 21, 202.
7 Citron, K. M., and May, J. R., Lancet, 1969, 2, 982.

The symptoms of infection are usually negligible. The
commonest form of the disease is lymphadenopathy, or
Siims's5 disease, named after the Danish worker who first
drew attention to this clinical picture. Apart from the
congenital disease and infections arising from laboratory
accidents or from the consumption of raw meat6 the origin
of the millions of inapparent human infections has been
shrouded in mystery. Moreover the systematic position of
the organism itself was undecided until recently, though
evidence from electron-microscopic studies indicated that
Toxoplasma is a sporozoan.7 The importance of toxoplas-
mosis in medical and veterinary medicine was considered by
an expert panel of the World Health Organization in 1968
and its technical report has just been issued.8 It contains
much useful information on the epidemiology and diagnosis
of the condition.

In 1965 W. M. Hutchison,9 in a small laboratory in
Scotland, showed that Toxoplasma could be transmitted by
the faeces of cats which had been fed on Toxoplasma-
infected mice. At first he thought that the vehicle of trans-
mission was the ovum of the nematode worm, Toxocara
cati, but later he and other workers7 10-13 showed that infec-
tion could take place in the absence of the nematode. A
remarkable feature was the long time (a year or more)
during which the faeces remained infectious and also the
insusceptibility of the "infective form" to various disinfec-
tants.

Immediately a search was begun in infective faeces for
the, as yet, unknown stage of the parasite. The only clues
were that it could pass through a 40-50. millipore filter and
that it was a highly resistant body. The scene then moved
to the Statens Seruminstitut of Copenhagen, where the
work was continued by a team comprising J. C. Siim, K.
Work, and Hutchison.'0 14 It was quickly discovered that
small cyst-like structures were present in fairly large
numbers in the concentrate prepared from infective faeces.
The cysts were oval, measuring 9 x 14p, and after some
days the contents became divided into two bodies. Four
cysts were isolated and from intraperitoneal inoculation into
four mice each animal developed a Toxoplasma infection.
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