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ampicillin again for a different disease or as a test dose after
recovery from glandular fever.4 5 Furthermore, the eruption
seems to be dose-related68 and is not suppressed by corti-
costeroids.9 Attempts to find reaginic antibodies failed3 and
lymphocyte transformation tests were negative.10
Cameron and Richmond emphasize that patients with lym-

phatic leukaemia are particularly susceptible to bacterial in-
fection, as are patients with infectious mononucleosis, and
suggest that they should be given a sulphonamide-trimetho-
prim combination, erythromycin, or tetracycline pending
bacteriological sensitivity reports. However, no broad-
spectrum antibiotic apart from ampicillin is contraindicated
in these conditions. Though the mechanism of this trouble-
some reaction -to ampicillin remains a mystery its occurrence
is at least helpful in suggesting the presence of infectious
mononucleosis or lymphatic leukaemia.
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Head Injuries in Children

Accidents are now a major cause of death in infants and
children, and in schoolchildren they are the commonest
single cause. Of all accidental deaths the greatest number
are due to head injury.' Apart from birth trauma, the
mechanics of most of the head injuries are similar to those
occurring in young and middle-aged adults. The intracranial
lesions are also similar except for the true subdural haema-
toma of infancy, the widespread haemorrhage into the sub-
arachnoid space without subdural haematoma, and the
phenomenon of benign intracranial hypertension.
The cause of benign intracranial hypertension is still

obscure. Thrombosis of the lateral venous sinus has been
implicated,2 particularly when associated with middle ear
infection, but why benign intracranial hypertension should
develop after a relatively minor head injury is not known. In
a recent review of 79 cases of benign intracranial hyper-
tension D. N. Grant3 noted only three children in whom the
onset seemed related to previous head injury. This unusually
low incidence probably reflects the work of a particular
neurosurgical department rather than the true incidence of
the condition.
The ventricular system was visualized in 75 of Grant's

patients by either air ven-triculogram or lumbar air encephalo-
gram: in 63 the ventricular system was normal and in eight
there was dilatation. This important observation refutes a
widely held belief that ventricles tend to be narrowed and
compressed by an oedematous brain. Subtemporal decom-
pression or suboccipital craniectomy is seldom needed be-
cause of deteriorating vision and it is uncertain whether
lumbar puncture is truly therapeutic.3 In only 54% of
Grant's cases had the fundi become normal at six months,
but in post-traumatic cases of benign intracranial hyper-
tension most neurosurgeons, provided the child is otherwise

well, would accept the diagnosis, continue outpatient obser-
vation, and avoid unnecessary air studies.
A prognosis is now more often asked for in children still

unconscious after a severe head injury. Skilled intensive-care
treatment directly improves the chances of survival, but an
opinion on ultimate disability and the prospects of a return
to school may be difficult to give. 0. Heiskanen and P.
Sipponen4 found that in 62 patients aged under 20 with
severe head injury (with a mortality of 32%) coma of up to
four weeks duration in those who survived beyond three
years did not of itself prevent rehabilitation for work or
return to school. The implica-tions of this for prognosis and
for intensive care effort in children and adolescents are
important.

Children who have sustained a minor head injury are the
most likely to present problems in later management, par-
ticularly in relation to psychiatric or behavioural disorders.
D. A. Ponds concluded that there were no psychological
tests of more than general statistical value and that there was
no unequivocal clinical sign or physiological test which re-
lated brain damage and any particular form of disturbed
behaviour. Earlier studies6 had emphasized the relevance of
parental attitudes and environment when attempting to
ascribe psychiatric symptoms and behavioural disturbances
accurately to previous head injury.
These observations are confirmed by V. Rune in a recent

survey of nrimary school children in the Swedish city of
Umea. This showed that psychiatric symotoms or problems
of adiustment occurred after a minor head injury only in
children whose environment was unsatisfactory or who had
previously had psychiatric or behavioural disorders. Intra-
cranial abnormality will probably not be found in such
children unless there was overt neurological damage in the
acute stage after the iniurv, and these children will be easier
to manage if they are not subiected to complex and perhaps
unpleasant- intracranial investigations.
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Surgery in Rheumatoid
Arthritis
Surgery in the management of rheumatoid arthritis may be
early, to try to prevent further damage; intermediate, to pre-
serve function so far as possible; or late, to reconstruct or
fuse severely damaged joints. In a disease with an insidious
onset and fluctuating course it is difficult to define "early."
Synovectomy as a prophylactic procedure should be under-
taken before irreversible changes occur in the articular
cartilage. In practical terms early synovectomy is considered
in adults when synovial thickening in a joint or tendon
sheath with pain or loss of function persists after three to
four months' medical treatment. In children, in whom the
disease has a greater tendency to remit and erosive changes
begin later, a period of 18 months before synovectomy has
been suggested, unless function is deteriorating.'
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The most common sites for synovectomy are the knee,
the small joints of the hands, and the tendon sheaths. Addi-
tional indications for synovectomy in the knee are the pre-
sence of a Baker's cyst-which can cause pressure symptoms
-or a history suggestive of a ruptured Baker's cyst. If there
are no erosive changes at the time of operation 80% of
patients will be free of pain and have a good range of move-
ment after a year. The results are not so satisfactory when
erosions already exist. Erosions may develop rapidly in the
joints of the hand, and even using special radiological tech-
niques they may be impossible to detect. As with the knee,
synovectomy should result in loss of pain and return of good
function, but the operation requires technical excellence-
particularly in cases in which erosions have developed.2 A
trial of unilateral synovectomies which suggested that syno-
vectomy has a prophylactic value had to be abandoned be-
cause of a rapid deterioration in function in the unoperatted
hand.3 Excision should be considered in dorsal sheath
effusions, particularly along the extensor pollicis longus or
on the ulnar aspect of the wrist, since invasion of the tendon
may lead to rupture. Synovectomy of the flexor tendons can
relieve pressure on the median nerve in the carpal tunnel,
triggering of the fingers, and pain on gripping.
More recently the value of excision of cysts connected

with the shoulder and of synovectomy in the elbow joint has
been emphasized. For the elbow synovectomy with
debridement may be valuable in a late s,tage of the disease.
In all the 25 cases described by D. W. Wilson4 changes
were seen on x-ray examination. In 13 cases the head of the
radius had to be resected, yet 76% of all patients had com-
plete relief of pain and maintenance of function. There was
a similar satisfactory result in 25 out of 28 cases reported
by A. E. Inglis and colleagues.5 Occasionally synovectomy
may be considered as a palliative procedure in late disease in
other joints. In the intermediate stage a painful ulnar styloid
process may need excising or ruptured extensor tendons
to either the thumb or fingers require repair.

Joint destruction in the late stage of the disease is treated
by arthroplasty or arthrodesis. Total replacement of the hip6
is valuable in many cases, though the risk of infection is
increased in patients with rheumatoid arthritis. Many pro-
cedures are used for the knee, ranging from fusion (if few
other joints are affected) to osteotomy, the insertion of a
Platt or MacIntosh prosthesis, or total joint replacement.7
No doubt better prostheses will be developed, but even now
they are a practical proposition. Encouraging trials of elbow
and shoulder prostheses are under way. Metacarpophalangeal
arthroplasty,2 either by simple excision or with the use of
the new prostheses,8 is a satisfactory procedure. In the foot
excellent pain relief is achieved by the excision of worn
metatarsal heads. Fusion of an unstable atlanto-axial joint
is sometimes necessary for pain in the neck radiating up to
the occiput or for neurological lesions. Other sites where
fusion is particularly useful are the wrist, the hindfoot, and
the interphalangeal joint of the thumb.

Since rheumatoid arthritis often affects many joints,
particularly in late disease, multiple procedures may be re-
quired. Medical supervision, physiotherapy, and occupa-
tional therapy are essential adjuncts to surgery.9 Medical
considerations may make surgical intervention inadvisable,
and the timing of any operation should be a combined
decision between the surgeon and the physician.
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Irritable Bowel Syndrome
The irritable bowel syndrome is a symptom-complex which
is frequently misdiagnosed and poorly understood.' 2 It has
many synonyms such as irritable colon, colonic dysfunction,
spastic colon, functional bowel disorder, muco-membranous
colic, nervous diarrhoea, colon neurosis, and dyssynergia of
the colon. Names such as mucous colitis are particularly
misleading in that they suggest inflammatory disease, which
may confuse the doctor and alarm the patient. Moreover
emphasis on colonic disturbance is unwarranted, since there
is evidence of abnormal motility throughout the intestine.3-6
The syndrome is often divided into two types on the basis

of symptoms.7 In the commonest variety (spastic colon)
abdominal pain is associated with an alteration of bowel
habit which results in constipation, diarrhoea, or alternating
periods of both; an uncommon variant consists of pain on
its own. In the second main variety (painless diarrhoea) the
patient has intermittent or continuous diarrhoea. Other
abdominal symptoms may be present and include distension
after meals, heartburn, flatulence, anorexia, nausea, and
vomiting. In addition the patient may complain of fatigue,
depression, anxiety, insomnia, fear of cancer, and other
nervous symptoms.
This is a common condition and may account for up to

70% of the patients referred to a gastrointestinal clinic for
diagnosis.8 It is especially common in women between the
ages of 20 and 60 years and may occur in children,9 10 but
it should not be diagnosed when symptoms occur for the
first time in an elderly patient. The aetiology is unknown,
but heredity, dysentery, and emotional stress may all play
a part. Symptoms may persist long after the initiating factor
has disappeared. The association with lesions elsewhere in
the abdomen such as duodenal ulcer, gallstones, gynaeco-
logical disease, and the results of vagotomy is obscure.
Symptoms may be erroneously attributed to these lesions,
and the scarred abdomens of many patients attest to the
failure of surgery to cure the irritable bowel. Continuing
symptoms may even be blamed on adhesions or nebulous
conditions such as the post-cholecystectomy syndrome.
However, an association between the irritable bowel and
diverticulosis coli is established."

Since there is disturbance of function without a structural
defect, the diagnosis is usually made by exclusion of more
serious diseases. However, the diagnosis need not be
accepted reluctantly, for certain symptoms indicate exagger-
ated motility of the bowel and the risk of missing malignant
disease is slight, at least in patients with diarrhoea.'2 Thouph
constant or colicky pain may occur at any site in the abdo-
men, it is aggravated by eating or purgation and decreased
by defaecation or passage of flatus; the pain is poorly
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