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by the reflux of menstrual blood containing toxin from the
vagina through patent Fallopian tubes into the peritoneal
cavity, where the toxin could be rapidly absorbed.
To date this mysterious new staphylococcal syndrome has

not been reported in Britain, though some cases may possibly
have gone unrecognised. It would be curious indeed if such a
disease were to be confined to the United States. Clearly the
diagnosis of the toxic shock syndrome should be considered in
any young woman developing high fever, diarrhoea, and shock
during a menstrual period and appropriate cultures should be
taken. All strains of Staph aureus isolated from patients with
the toxic shock syndrome have been resistant to penicillin, and
a penicillinase-resistant antibiotic such as flucloxacillin should
be given parenterally to these patients in addition to general
supportive measures to combat shock. In view of the high
recurrence rate the Center for Disease Control recommends
that women who have had the toxic shock syndrome should
not use tampons until Staph aureus has been eradicated from
the vagina.
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Rotavirus infections in
infancy
This winter will almost certainly bring a new epidemic of
rotavirus gastroenteritis. In the past decade this virus has been
identified as the single most common aetiological agent in acute
infantile diarrhoea.1 2 Rotavirus (the name describes its wheel-
like appearance under the electron microscope) may be found
in the stools of between 15% and 90%0 of infants with
diarrhoea, occurs in winter epidemics,3 and affects relatively
more children in temperate4 than in tropical climates.5
The clinical picture seems fairly consistent,6'1 with the

virus causing the common association of respiratory with
gastrointestinal symptoms in infancy.6'3 In a London hospital
a prospective study11 of children with diarrhoea showed that
two-thirds of those with a rotavirus infection had a respiratory
illness, which usually preceded their gastrointestinal
symptoms. A cough, nasal discharge, or otitis media occurred
more often in children excreting rotavirus than in those with
other causes of diarrhoea, and a red throat or inflamed
tympanic membranes were more frequently recorded in
hospital. Vomiting occurred in nearly all cases of rotavirus
enteritis and generally started before diarrhoea. The vomiting
lasted one to three days, but it stopped within 24 hours when
the normal diet was replaced by clear fluids. Diarrhoea per-

sisted for a consistent four to five days irrespective of the
method of rehydration. Rotavirus was most commonly
isolated from children between 6 months and 2 years of age,
with dehydration particularly severe in those aged 12-18
months. About two-thirds of the children were feverish.

Rotavirus diarrhoea is characteristically watery and free of
blood. In Japan it is called "hakuri," meaning white diarrhoea.4
Loss of fluid may be so profuse as to cause rapid circulatory
collapse in the most severe cases.6'3 Twenty-one fatal cases
were reported in Toronto during a five-year period, all with
severe dehydration or hypernatraemia14; but rotavirus gastro-
enteritis is common and a fatal outcome is rare.

Histological studies have shown blunting of the small-
intestinal villi, with virus particles in the villous cytoplasm
during the acute phase of the illness.15 Histochemical examina-
tion shows that the activities of the disaccharidase enzymes
are depressed, and in vitro the response of the sodium/
potassium pump to glucose is reduced.16 The cells behave
more like crypt than villous epithelium, but normal activity
and appearances are restored on recovery. The five days of
rotavirus diarrhoea may represent the generation time of new
villous epithelium.

Successful management depends mainly on adequate
rehydration while the gut recovers spontaneously. In most
cases an oral glucose electrolyte mixture is adequate,17 but
persistent vomiting and severe dehydration will be corrected
more rapidly by intravenous fluids. Rehydrating fluids should
have a low sodium concentration (0O18% NaCl) because the
stools are low in sodium.9 In contrast to cholera, in rotavirus
infections intestinal reabsorption is not improved by giving
glucose.16 Milk, with its high concentration of lactose, should
be avoided during the acute phase.
Though it causes most severe symptoms in infants, rota-

virus can infect people of all ages. In the neonatal period
symptoms are mild, but not necessarily because of the pro-
tective effect of maternal antibodies.18 Family studies have
shown that infection spreads rapidly within households with
an incubation period of one or two days.19

Several aspects of rotavirus infection remain poorly under-
stood. Faeco-oral transmission has been assumed, but the
rapidity of spread and the respiratory symptoms also suggest
droplet infection via the respiratory tract."13 Rotavirus has
not been isolated from the human respiratory tract and is
difficult to grow in standard tissue cultures."12 Prolonged
diarrhoea is unusual after rotavirus enteritis, and whether the
virus plays a part in provoking or perpetuating milk intolerance
is not clear.31113 Animal rotaviruses are antigenically distinct
and have not been isolated from man. There are at least
three serotypes of the human virus; two of these can cause
separate epidemics without cross-immunity,19 but clinical
differences have not been established. Rotavirus has been
identified in association with intussusception20 as well as with
generalised effects of viral illness such as febrile convulsions1 13
and encephalopathy.21

Finally, while rotavirus is a common cause of winter
gastroenteritis, it is not always responsible. Electron micro-
scopical studies of stools have shown other viruses such as
caliciviruses and adenoviruses, and these may be more
important than rotavirus in older children and adults.22
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A plea for clinical
epidemiology
Reorganisation of the NHS in 1974 promised a new style,
community-based service in which the community physician
would be responsible not only for providing health care but
also for collecting data on which this would be based. In the
event most community physicians have been spending most of
their time in administration and management1, and their
function as epidemiologists has been almost totally neglected.
Clinical epidemiology has become largely the business of
academic departments and a handful of interested individual

clinicians, who have mostly acquired the necessary skills by
their own efforts. That present arrangements for practising
clinical epidemiology are unsatisfactory was the theme of a
private meeting at the Institute of Child Health on 16 October,
chaired by Professor E D Acheson, at which papers for dis-
cussion were read by Professor Geoffrey Rose and Drs R B
Cole, R F Heller, and J Evans.
Community physicians were unhappy about the gradual

disappearance of epidemiology from their training; hospital
doctors, and especially the juniors, deplored the absence of
any recognition of the specialty; and general practitioners
pointed out that if they were given the proper facilities they
could provide a comprehensive data base for epidemiological
studies. Lack of training options is a major stumbling block,
the conference was told. While career epidemiologists are
reasonably well served by academic departments supported by
the Medical Research Council and the Wellcome Trust and by
full-time courses at the London School of Hygiene and
Tropical Medicine, the interested clinician has only the one-
week course at Southampton2 which, excellent as it is, can do
no more than whet the appetite. Few practising doctors might
be able to get time off to attend longer full-time courses, but
local day release schemes could surely be practicable. Training
schedules both in hospital specialties and in general practice
are now so rigid that they seem unlikely to be able to accommo-
date clinical epidemiology; and yet it is the one subject which
might be able to reverse the trend to ever narrower specialisa-
tion.
The image of epidemiology will need to be changed if it is to

grow in stature and in appeal. Too often at present it is
regarded by clinicians as a fringe activity and by administrators
as "research" rather than directly related to the needs of the
health service. Yet good medical practice is surely based on a
knowledge of the population and environment from which
individual patients come. Perhaps epidemiology should be
recognised as a clinical specialty with its own training pro-
gramme and accreditation.

Proposals to give increased autonomy to district administra-
tion in the NHS and a Government commitment to prevention
offer some new possibilities for clinical epidemiology.3 The
irony of the previous reorganisation was that it drove medical
administrators and clinicians even further apart than they had
traditionally been; clinical epidemiology has the power to bring
them fruitfully together again. The impetus generated by the
recent meeting should not be allowed to drain away, and those
responsible for medical training and manpower need to be
made aware of the considerable frustration, especially among
younger doctors, about the poor prospects for practising what
could surely be one of the key specialties of the future.
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