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restating. The maintenance of a clear airway and of nutrition
is crucial; water and electrolyte balance should be controlled.
These facts are simply stated, but in the vulnerable small
infant may be most difficult to practise: demands on medical
and particularly nursing skills are considerable. Refeeding
young infants immediately after a cough spasm is also im-
portant; repeated small feeds may help. Excessive stimulation
such as unnecessary examination should be avoided, since it
may induce paroxysms. Quiet and repose in the sick room
are important.

Probably no drug relieves the cough in pertussis. Atropine
and related compounds, sometimes given to dry secretions, do
more harm than good-at necropsy the bronchioles are filled
with inspissated mucopus. Moisture in the form of high
humidity tents, with or without oxygen, is a more rational
treatment.
Whooping cough is often a frightening and sometimes a

terrifying illness, and sedation plays some part in allaying the
child's anxiety. Phenobarbitone is probably as effective as
anything. Excessive drowsiness may depress respiration and
increase the chances of inhalation of regurgitated food and
secretions. Skilled nursing, sympathetic attention, and
physiotherapy (sometimes formal but more often merely
helping the child to move and find a comfortable and not too
dangerous posture) are among the few but important factors
which the doctor offers as support in this disease.

IDonald, A B, British Medical 7ournal, 1938, 2, 613.
2 Bass, J W, et al, American Journal of Diseases of Children, 1969, 117, 276.
3 Medical Research Council, Lancet, 1953, 1, 1109.
4 Altemeier, W A, III, and Ayoub, E M, Pediatrics, 1977, 59, 623.
5 Bushby, S R M, Postgraduate Medical Journal, 1969, 45 (Suppl), 10.
6 Adcock, K J, et al, Archives of Disease in Childhood, 1972, 47, 311.
7 Arneil, G C, and McAllister, T A, Practitioner, 1977, 219, 855.
8 Cullen, A S, and Cullen, H B, Lancet, 1978, 1, 556.
9 British Society for the Study of Infection, Journal of the Royal College of

General Practitioners, 1977, 27, 93.

Salmonella in vegetables
Does manuring the fields, either at home or overseas, pose any
threat to the public health ? Polluted river and surface water
is often used for irrigating growing vegetables, especially
during droughts, and illness may be caused by the consump-
tion of vegetables treated with surface water.1 2 Some answers
to this question have come from "a tentative survey"3 into the
hygienic quality of vegetables grown in or imported into the
Netherlands. Samples of 61 home-grown and 199 imported
vegetables were examined for Escherichia coli and faecal
streptococci. Salmonellas were isolated from 23 of 103 samples
examined for these organisms. As the numbers of E coli and
faecal streptococci increased above 104 and 106 per 100 g,
respectively, the isolation rate of salmonellas rose from 8 to
63% and from 6 to 51%, thus supporting claims about how
useful E coli and faecal streptococci are as indicators of
probable appreciable faecal contamination. The typhoid
bacillus was isolated from one sample of vegetables imported
from the tropics.
The presence of salmonellas and the indications of faecal

contamination show at least potential dangers from these
organisms and other intestinal pathogens, including parasites.
Although the survey was limited, the risk appears to be highest
from tropical products. Some tropical countries commonly use
human faeces for manuring vegetable crops, and this doubtless

explains the disturbing finding of typhoid bacilli in one
sample from a tropical country. An outbreak of cholera in
Israel in 1970 was traced to vegetables manured with human
faeces4 ; and clearly any vegetables so manured carry higher
than average (and indeed serious) risks to consumers.

In practice, however, the number of reports of food
poisoning traced to vegetables are few compared with those
traced to animal products. Vegetables are not anything like as
good a culture medium for salmonellas as are meat, milk, and
eggs, for example; and the common food-poisoning salmonellas
do not usually produce symptoms in man unless fairly large
numbers are eaten. The number of samples containing a few
salmonellas is less important for the health of consumers than
the number of salmonellas present in particular samples of
food at the time it is eaten. Although it is useful to be reminded
that the hygienic quality of vegetables may sometimes be
questioned, we must also not overestimate their importance as a
cause of food poisoning. Their food value is infinitely more
important than any possible hazard to health.

It is important that vegetables should be individually and
thoroughly washed in running water just before being used,
especially those eaten uncooked. In itself washing is a sure and
effective way of decontaminating vegetables, since salmonellas
are present on the surface. Most importantly, unwashed
vegetables should be kept away from clean kitchen surfaces
and from fresh food, especially if the latter is to be eaten
uncooked and not at once. Good kitchen hygiene is the most
important factor in preventing infection. If stronger assurance
is required immersion may be advised for, say, an hour in
dilute permanganate solution or lightly chlorinated water,
followed by a wash in running water. But with such reasonable
and simple precautions there is no need for us to face a
summer without salads.
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Cryptococcal infections
Cryptococcus neoformnans is a yeast which is widespread
throughout the environment, being associated with pigeon
nests and pigeon droppings.' It is often described as an
opportunistic pathogen in immunocompromised patients,
especially those with a T lymphocyte deficiency. Nevertheless,
unfortunately the possibility of a cryptococcal infection in the
individual susceptible host is frequently considered later rather
than sooner. The true incidence of infections in the United
Kingdom is difficult to assess, although an average of eight to
ten diagnoses are confirmed every year at the Mycological
Reference Laboratory of the Public Health Laboratory
Service. Accurate and early diagnosis is particularly important,
as antifungal drugs are now available which can eradicate the
infection.
The commonest form of infection reported is meningitis in

association with conditions including Hodgkin's disease,2
systemic lupus erythematosus,3 4 lymphatic leukaemia,5
rheumatoid arthritis treated with prednisone and chloram-
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bucil,6 and chronic active hepatitis treated with azathioprine.7
Cryptococcal meningitis has also been reported in apparently
otherwise healthy people.8
The clinical manifestations include those of acute meningitis,

or more commonly of chronic slow-onset meningitis. Severe
psychiatric disturbances may occur.9 The cerebrospinal fluid
pressure is usually increased, as is also the protein concen-
tration of the spinal fluid. The cellular content may vary from
two or three cells to over 1000/mm3, with a predominantly
lymphocytic response. The classical method for detecting the
cryptococci is to add a drop of Indian ink to a drop of the
spinal fluid and then examine the mixture under the micro-
scope, when the yeasts are seen with their surrounding
capsules. Every attempt should be made to culture the
organism so that it may be tested for its susceptibility to
antifungal agents. Unfortunately the results of direct micro-
scopy or culture are not always reliable, and the introduction
of the latex agglutination test for detecting cryptococcal
antigen'0 11 has improved the diagnostic accuracy. A titre of
1/8 or more should be regarded as an indication for treatment.
If repeated tests on samples of lumbar spinal fluid give negative
results and there is a strong clinical suspicion of cryptococcal
meningitis the cisternal fluid should also be examined.'2 Gas
chromatography has been used in the diagnosis of cryptococcal
meningitis,13 but its role requires further evaluation.

Cryptococcal infections may also occur in other parts of the
body: the lungs,"4'6 larynx,'7 eyes,'8 lymph nodes,'9 bone
marrow,20 and skin.7 21 The diagnosis of these infections
mainly depends on the results of histological examination and
of culture of biopsy specimens. Stains used should include
Grocott's methenamine silver, periodic acid-Schiff, and
Mayer's mucicarmine. The organism may also be differentiated
in histological sections by immunofluorescence.6

Treatment of cryptococcal infections became possible with
the introduction of amphotericin B.22 Unfortunately the
side effects were, and still are, a deterrent to both patients and
doctors. The introduction of 5-fluorocytosine (5FC)23 24 was
regarded as a breakthrough in treatment, but it soon became
apparent not only that naturally resistant strains occurred but
also that resistance could emerge during treatment.

Fortunately, amphotericin B and 5FC may be used
together2.5 26 and reduce the emergence of 5FC-resistant
strains, enabling lower doses of amphotericin B to be given.
If the infecting strain is fully resistant to 5FC amphotericin B
should be used alone in the usual dose. Hence all isolates of
crytococci should be tested for their susceptibility to 5FC.
Nevertheless, successful treatment of cryptococcal disease
depends not only on the use of antifungal drugs but also on
early recognition and treatment of the infection.
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Cardiac sarcoidosis
The commoner clinical presentations of sarcoidosis are easily
recognisable and have a good prognosis, but there are im-
portant exceptions. Diagnostically, an uncommon site, such
as the central nervous system,' the liver,2 and the heart,3 may
cause difficulty. Prognostically, there are two groups of
patients whose lives are likely to be shortened. One, fortunately
small, consists of those with the special problem of hyper-
calcaemia, which, unless controlled, causes non-granulomatous
nephropathy; the other, larger but still a minority of all cases,
includes those with persistent granulomatosis of a vital organ.
In these circumstances function may be seriously disturbed
either by widespread progressive changes or by the effects of
circumscribed granulomatous deposits.
These points have recently been substantiated for cardiac

sarcoidosis in a study by Roberts et a14 based principally on
35 necropsies at the United States National Institutes ofHealth
and Armed Forces Institute of Pathology. Their account pro-
vides the fullest description yet available of the varied patho-
logical features of sarcoidosis affecting the heart and its
correlation with the similarly varied clinical presentation. The
criteria adopted for diagnosing cardiac sarcoidosis were
sarcoid-type granulomas in lymph nodes and either similar
granulomas in the heart or transmural myocardial scarring
without narrowing of coronary arteries. These conform to the
definition of sarcoidosis suggested by Scadding5 and recently
restated by Mitchell et al.6
Of the 35 cases, 26 had shown clinically evident effects of

cardiac sarcoidosis and nine had shown no such evidence. This
difference of clinical presentation corresponded with a striking
difference in the extent of morbid changes. In all 26 with
cardiac malfunction attributable to sarcoidosis the heart was
massively affected. The left ventricular wall was damaged in
all cases, and the interventricular septum in 19 and papillary
muscles in 17; a left ventricular aneurysm was present in two
cases. The right ventricular wall was affected in 12, and the
right and left atria in three and two cases respectively. In all
but one of these 26 cases cardiac sarcoidosis was the imme-
diate cause of death. In six, sudden death had been the first
evidence of disease, and in 11 more death was sudden after
illnesses mostly characterised by ventricular dysrhythmias or
heart block. Such abnormalities were observed in 16 of 20
patients in whom electrocardiograms had been recorded; in
most of these the changes were gross, with episodes of ven-
tricular tachycardia in five cases and complete heart block in
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