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the management of borderline cases may be determined by a
variety of techniques for testing vision. Most doctors managing
such children, however, rely on behavioural observations in
borderline cases. If the infant fixes objects steadily without
nystagmus or squinting and responds to subtle clues-such as
a silent smile or movements of small objects-the vision is
unlikely to be sufficiently poor to warrant early treatment.
When there is any doubt little is lost by reassessing the child
after an interval of one or two weeks. In borderline cases
repeated examinations may be needed to make this critical
decision.

Bilateral congenital cataract is the most common cause of
potentially treatable blindness in infancy. Almost certainly
early surgery leads to better visual results-provided that
optical correction is started promptly.6 Unfortunately, delays
in diagnosis and referral result in most babies with bilateral
severe congenital cataracts being seen by the ophthalmologist
for the first time between 2 and 4 months of age. Effects of
visual deprivation must be expected by the age of 4 months,
and ideally all patients should be referred early enough for
surgery and optical correction to be completed, if necessary,
by the age of 2 months.

After surgery the baby is fitted with high gas-transfer
contact lenses designed for continuous wear.7 The risk of
corneal damage from these is substantial, and frequent
follow-up visits are necessary. The contact lenses are not
strictly necessary once the child reaches 3 years or so, when
he can wear spectacles.
The cost of contact lens treatment (to both the parents and

the NHS) is admittedly high-perhaps between f200 and
£1200 a year, depending on the numbers of lenses used and
the distance from the contact lens department. Nevertheless,
if the improvement in the child's visual performance is
sufficient to shift him from one educational category to
another such treatment is clearly cost effective.

Until recently the visual prognosis for eyes with unilateral
cataract was universally agreed to be so poor that surgery
was indicated only for cosmetic reasons or to prevent glaucoma
resulting from a "hypermature" lens. Recently Beller et a18
have described a series of children who were operated on and
optically corrected within days of birth, followed by vigorous
occlusion of the normal eye. Careful monitoring of the vision
of both eyes by psychophysical or electrophysical means
showed that nine patients who had received ideal treatment
had Snellen acuities of about 6/9. The social relevance of
extended, and possibly risky, treatment for a non-blinding
condition is, however, a matter for debate.
The notion that in infants with congenital rubella surgery

for cataract was best delayed for some months or even years
because of the risk of endophthalmitis has now been outdated
by improved surgical technique, and bilateral cataracts due to
rubella require early surgery like any others. The indications
for surgery are probably even stronger in unilateral rubella
cataracts because of the substantial risk of late visual deteriora-
tion due to macular degeneration.9
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Emporiatrics-travellers'
health
Good health is everyone's major source of wealth; yet most
people, paradoxically, do nothing about their health until they
lose it. This is especially true of people who live and travel
abroad-yet they suffer many more health problems than
comparable populations who stay at home. One survey of a
large group of American travellers found that a quarter had
had one or more symptoms of illness while travelling1; a
comparable survey of Swiss travellers found that three-
quarters had had symptoms.2 The Conference Board, an
American non-profit business research institute, reviewed
the experiences of 30 major corporations and compared the
quality of medical care received by corporate employees going
abroad (a privileged group of travellers) to a game of Russian
roulette.

Emporiatrics (Greek emporos one who goes on shipboard as
a passenger+iatrike medicine) is the term coined to describe
the science of the health of travellers.3 Travellers face special
health risks. Firstly, they are subject to disorders induced by
rapid changes of environment such as upsets in the circadian
rhythms, motion sickness, and diarrhoea; secondly, in
developing countries they are exposed to infectious diseases
that do not exist in their home countries such as malaria,
giardiasis, and dengue; and, thirdly, they are separated from
familiar and accessible sources of medical care. Nevertheless,
the lure of travel seems undiminished. Indeed, Mackay
recently pointed out that never before in history have so many
people travelled and have people travelled so far or so fast.4
The latest available statistics of the International Civil
Aviation Organisation shows that there were nearly 900
million domestic and international passengers on scheduled
and unscheduled airline services in 1980.5 To this group of
business men and tourists must be added the hundreds of
thousands of immigrants, refugees, and migrant labourers
who frequently travel by other means. Meeting the health
needs of these travellers who are moving rapidly between
countries and continents is a responsibility shared by the
medical profession, by the travellers themselves, by travel
organisations, by airline and shipping companies, and by
host governments.6 The new science of emporiatrics can
point the way towards the development of policies and
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programmes that will prevent needless suffering in travellers
and so help increase international trade and tourism.
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Preterm rupture of the
membranes
In between 6% and 12% of pregnancies' the fetal membranes
rupture spontaneously before labour begins-a condition still
(rather unsatisfactorily) called "premature" rupture of the
membranes. If the pregnancy is at term labour usually follows
or is induced with oxytocin to avoid possible infection. In
about 2-3% of pregnancies, however, the membranes rupture
before 37 weeks' gestation.2 This condition is best called
"preterm" rupture of the membranes1 3: it occurs in around
one-third of all preterm deliveries,2 and its management
raises difficult questions.

Usually no cause can be found, but a few cases are due to
trauma, hydramnios, or cervical incompetence.4 Normally
the tensile strength of the membranes is higher in mid-
pregnancy than at term5 6: some investigators5 have reported
an abnormally low collagen content in membranes that
rupture spontaneously before term, but others6 have found
no such abnormality and suggest that the rupture is due to
localised weakness. Infection might be a cause,7 since
amnionitis is more frequent4 when the membranes rupture
just before labour than when they rupture just after its onset,4
and because preterm rupture of the membranes is more
common8 when there is vaginal colonisation with group B
streptococci.

Diagnosis9 is usually based on the history, the results of
examination with a sterile speculum (not digitally), and
possibly testing the pool of liquid in the vagina with nitrazine.
Urinary incontinence may be distinguished by giving the
woman oral phenazopyridine to stain the urine. In the few
cases'0 in which the diagnosis is still not clear staining of the
amniotic fluid by amniocentesis has been suggested,9 10
but the risks include adverse effects of dye on the fetus," and
most obstetricians would prefer to avoid this investigation.
Management presents the two problems of avoiding

infection and minimising the risks of prematurity. A recent
study in Oxford showed bacterial colonisation in 41% of
neonates after preterm rupture of the membranes, compared
with 28% after premature rupture of the membranes at term
and 23% of term infants after elective amniotomy.2 Bacterial
colonisation correlated poorly, however, with chorioamnionitis.

Seven of the 42 preterm infants in this survey died, but only
one death was associated with septicaemia, the rest being due
to complications of prematurity. The authors concluded that
the major risk to the neonate in these cases is not infection
but preterm delivery. The same conclusion has been reached
elsewhere,2 12-15 and the evidence justifies the current trend
towards conservative treatment.'6 Furthermore, the risk of
amnionitis does not increase with the passage of time after
rupture of the membranes13 (at least among preterm preg-
nancies17). In one American study9 of 188 patients with
premature rupture of the membranes treated conservatively
there were no neonatal deaths from sepsis even though 19%
of the patients went beyond seven days before labour began.
In another study'8 of 116 patients with preterm rupture the
incidence of amnionitis before labour was 500 and of neonatal
sepsis 700; three babies died from prematurity and one fetal
death was associated with infection.
How might the risk of infection be reduced? Prophylactic

antibiotics are not helpful.1 2 19 One of the most dangerous
pathogens is the group B beta-haemolytic streptococcus.'8
Carriers can be identified by vaginal20 or rectal2l cultures,
allowing antibiotic treatment to be directed only at high-risk
cases'4 20-though there is no evidence22 that treating the
mother prevents infection of the neonate. Another approach
is to look for early signs of infection by changes in maternal
serum. The concentration of C-reactive protein rises at least
12 hours before other signs of infection appear23 and may
therefore warn that prompt delivery is indicated. Serum
complement activity is low among patients with preterm
rupture of the membranes compared with normal pregnant
women (possibly because complement is consumed by
subclinical infection),24 but it is not yet known whether very
low complement values can accurately predict amnionitis.

Several reports'4,45 18 have suggested that respiratory
distress syndrome becomes less likely the longer delivery is
delayed after the membranes rupture, but other studies'3 25 26
have found that rupture of the membranes itself does not
accelerate maturation of the lung. There seems no basis9 for
fears that giving steroids to stimulate production of surfactant
might increase the risk of infection, and a study27 of immuno-
globulins in the cord blood has suggested that treatment with
steroids does not interfere with the fetal humoral response.
Steroids have to be given at least 24 hours before delivery to
have any useful effects, and treatment with ritodrine to
diminish uterine contractions may delay labour for 24 hours14
despite the presence of ruptured membranes-though there
is no evidence that ritodrine is effective for more than 24 hours
in these circumstances or that such "tocolytic" treatment alone
reduces the incidence of respiratory distress. The effectiveness
of treatment with steroids may sometimes be monitored by
estimating the lecithin:sphingomyelin ratio28 or the phospha-
tidylglycerol content29 of the fluid draining from the vagina
(provided contamination with maternal urine is avoided28);
otherwise some obstetricians recommend amniocentesis,3 17 30
though theoretically this might increase the risk of infection.'9
Reports25 that caesarean section increases the risk of respiratory
distress have recently been disputed,26 and if delivery of a
very premature baby becomes inevitable avoiding a potentially
traumatic vaginal delivery3l may increase the infant's chances
of survival.
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