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ANY QUESTIONS ?
We publish below a selection of questions and answers of general interest.

Inguinal Hernia in a Boy

Q.-What policy should be adopted in the
treatment of a boy aged 9 who has a
recurrence of an inguinal hernia which was
repaired at the age of 2 ? Should he be
operated upon as soon as possible, and should
the operation be simple ligation or should it
be postponed until after puberty, when the
canal reaches its adult form, and a formal
repair operation done ?

A.-There is little reason to delay opera-
tion. If the original operation was of the
Mitchell-Banks type, and consisted simply in
ligation of the sac after it had been dissected
from the coverings of the cord and the ductus
and vessels, the recurrence may be due to
incomplete removal of the sac. If the deep
inguinal ring was unusually large at the time
of the original operation and was not reduced
in size a new sac may form at this weak area.
In either case the sac must again be dissected
out and transfixed and ligated at the neck.
Only if the deep inguinal ring is unusually
large should any repair be done, and that need
consist only in reducing the size of the
internal ring by two or three fine silk sutures
placed in the transversalis fascia.

Infectious Hepatitis in Children

Q.-What are the modern views on the
management and treatment of infectious
hepatitis in children, particularly with regard
to rest? What laboratory investigations are
of use in assessing progress and recovery ?

A.-Infectious hepatitis commonly affects
children, and, though complications of the
disease may occur,' ' on the whole it is less
severe than in the adult' and an uneventful
recovery is expected.
The treatment of the average case is the

same as is employed for the adult, and is
based on rest in bed and a normal or increased
protein diet. There is, however, little to be
gained by insisting on rest in bed once the
patient has recovered from the preicteric and
early icteric phase, during which there is
usually pyrexia and constitutional upset.
Judging from the results obtained by the
United States Army investigators,4' and
assuming that the results of such a study
can be translated to children, enforced rest
has no long-term benefits. The resumption
of activities with the improvement in symp-
toms despite the presence of jaundice need
not cause concern. Once early anorexia has
disappeared feeding with a high protein diet
should be encouraged, as this seems to hasten
recovery.
The presence of clinical deterioration, and

in particular deepening jaundice and signs of
hepatic precoma, would, of course, be an
absolute contraindication to high protein
feeding. Restlessness, crying, and noisy
delirium are common preliminaries to hepatic
coma in children,' and these signs must be
carefully looked for. Their presence, particu-
larly together with deepening jaundice,
pyrexia, and vomiting, would be indications

for treating this complication and immediate
admission to the hospital.

Normally full ambulation can be started
once clinical jaundice had gone (bilirubin
<3 mg.%), but restriction of vigorous exercise
is still necessary for at least another month.
A return of jaundice or pyrexia or an
increasing abnormality of liver function tests
would be indications for further rest in bed.
It cannot be overstressed that the risk of
cirrhosis is remote, and in children it is
usually accompanied by obvious clinical
evidence of progression-i.e., prolonged
jaundice (longer than six weeks), persisting
hepatosplenomegaly, and abnormal liver
function tests.

It is best to avoid serial blood tests in
children who have had infectious hepatitis
unless there is clinical evidence of continued
hepatic dysfunction. An examination one
month and six months after the attack should
consist in clinical examination and estimation
of serum bilirubin and transaminases. Tests
of bromsulphalein excretion are unnecessary,
and serum protein changes may persist with-
out meaning that chronic liver disease is
present.
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Hogben Test

Q.-In the occasionally prolonged periods
of amenorrhoea which infrequently follow
the cessation of oral contraception is the
Hogben pregnancy test reliable ?

A.-The reliability of the Hogben preg-
nancy test under the above conditions would
be no different from that under other
circumstances.

Mouldy Bread

Q.-Is mouldy bread toxic, and what is
the nature of the mould that grows on bread ?

A.-In common with other moist foods,
bread is capable of supporting the growth of a
wide variety of moulds. Mould spores are
killed during baking' and the subsequent
development of mould on bread is the result
of post-baking contamination with mould
spores derived mainly from the atmosphere.
Thus mouldy bread is usually found to be
contaminated with the mould species
commonly present in the air. Such moulds
include species of Cladosporium, Penicillium,
and Aspergillus.' Mucor and Rhizopus are
also frequently associated with mouldy bread.
The rates of growth of different moulds

on bread vary depending on the species of
mould concerned and on the storage condi-

tions. Although under unusual circumstances
visible mould colonies may appear within
about two to three days after baking, bread
is unlikely to become mouldy in less than
about three to five days, even in the summer
months.

Because of their distinctive appearance or
colour, mould colonies on bread are easily
detected when very small and the product
rejected. Even when incipient mould growth
is present the bread will be unacceptable
owing to the development of a foreign,
" musty " odour and flavour. For these
reasons mouldy bread is most unlikely to be
eaten.

I have been unable to find reference to
human disease resulting from the consumption
of mouldy bread. Although Tanner' refers
to feeding experiments involving the con-
sumption of common saprophytic moulds by
laboratory animals which suffered no ill-
effects, the formation by certain moulds of
toxins harmful to animals is an established
fact, and much attention has been paid
recently to aflatoxin and other mycotoxins.
However, since bread containing mould
growth at even an early stage of develop-
ment is likely to be rejected before it is
eaten it may be concluded that the hazard
involved is insignificant.
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Reaction after Sabin Vaccine

Q.-After each of the first two doses of
oral (Sabin) polio vaccine a baby aged 8
months developed transient diarrhoea and
loss of appetite. After the second dose there
was also a macular rash. Is this common,
and is there any reason why the course of
vaccine should not be completed?

A.-Clinical reactions after the administra-
tion of oral polio vaccines are usually
attributable to allergens in the tissue culture
used for vaccine production. Traces of anti-
biotics which are added to tissue cultures may
persist in the vaccine and are particularly apt
to cause hypersensitivity reactions such as
those described in the question. Vaccines
have been generally free of allergens and
therefore have rarely produced any clinical
effects, but recently there has been an
increase in the incidence of these reactions.
The first two doses of oral polio vaccine

may have produced immunity against all three
types of polio viruses, but this can be con-
firmed only by antibody titration. A third
dose of the same oral polio vaccine is likely
to produce similar reactions as on previous
occasions, but the risk may be reduced if
another vaccine is used in the hope that it did
not contain the particular allergen responsible
for these symptoms.

Correction
The advertisers of Brontisol (15 October, colour
page) have informed us that this product is not
yet available.

Further information can be obtained from
Brocades (Great Britain) Ltd., of Trend House,
Pyrford Road, West Byfleet, Surrey, who
regret any inconvenience caused.
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