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presentation of campylobacter infection in immunodeficient patients
may result in inappropriate treatment.
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Skull radiography in epilepsy,
dementia, and non-specific
neurological symptoms
Despite the development and widespread use of computed tomography
skull radiographs continue to be ordered routinely, often as a prelude
to computed tomography. Recent reports of studies to evaluate skull
radiographs in trauma' and psychiatric illness2 contained only limited
references to the unique diagnostic information provided by skull
radiographs compared with computed tomograms. Our study was
designed to determine whether skull radiography could provide any
important diagnostic information not available from computed
tomograms in patients presenting with epilepsy, dementia, or non-
specific neurological symptoms.

Patients, methods, and results

During 12 months 367 patients were referred for computed tomography.
They had a presumptive diagnosis of epilepsy or dementia or were suffering
from headache, vertigo, or blackouts without any focal neurological signs or
papilloedema. Those patients who had not had a series of skull radiographs
within the preceding week underwent a full four film skull series on the same
day as the computed tomography. Computed tomography was performed
with an EMI 1010 head scanner. The abnormalities seen in the scans were
compared with those detected in the skull radiographs.

Skull radiographs showed abnormalities not seen on computed tomography
in 14 of the 367 patients. These consisted of five skull fractures, five cases of
sinus disease, and one case each of hyperostosis induced by tumour, signs of
raised intracranial pressure, enlarged middle meningeal markings, and
craniostenosis. In every case the abnormal skull radiograph finding was seen
in the lateral skull radiograph alone.

Comment

The diagnostic yield achieved by computed tomography in patients
presenting with dementia, epilepsy, and non-specific neurological
symptoms without signs has been reported previously.3 In only
14 patients did the skull radiograph show diagnostic features not
shown by computed tomography. Although the enlarged middle men-
ingeal vascular markings and hyperostosis induced by tumour helped
confirm the diagnosis of meningioma in two cases, the skull radiograph
findings did not actively cause the management of any of the patients
to be changed.
Our finding that all the abnormalities were evident in the lateral

skull radiograph accords with the findings of Bull and Zilkha.4 They
recommended that in the absence of physical signs a lateral view of the
skull plus an anteroposterior projection to show the position of the
pineal gland (if it is shown to be calcified in the lateral projection)
is all that is initially required.
Computed tomography performed with modern third and fourth

generation scanners is preceded by a computerised radiograph
generated by the scanner. The quality of this computerised radiograph
is such that in a recent study of computed tomography in trauma
it detected 20 of 21 fractures of the skull.5

The results of this study indicate that once the decision has been
made to investigate patients with epilepsy, dementia, and non-specific
symptoms without neurological signs by computed tomography a skull
series should not initially be performed. If it is decided that computed
tomography is not initially indicated, or facilities for computed tomo-
graphy are not easily available, a lateral skull radiograph, plus an
anteroposterior radiograph if the pineal gland is calcified, is all that is
required.
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Spontaneous separation of fused
labia minora in prepubertal girls
Labial adhesions or fused labia minora are a common problem in pre-
pubertal girls. They are harmless but must be differentiated from
anatomical abnormalities. Commonly they are asymptomatic, though
they may be associated with apparent urinary symptoms. Patients are
referred to surgical clinics usually because their parents fear an ab-
normal development of the external genitalia. Occasionally the adhes-
sions are an incidental finding during the course of routine examination.
Topical oestrogen cream has been advocated as effective treatment.' 2 3
Alternatively, separation under general anaesthetic, except in very
young infants, has been recommended.4 Treatment has been urged
for these children in case more dense adherence develops. This study
was undertaken to determine whether any intervention is necessary.

Patients, methods, and results

Over three years 10 girls aged from 10 to 22 months were seen in the out-
patient department by one surgical firm and subsequently followed up.
Two other girls were lost to follow up. The diagnosis of labial adhesions was
the primary reason for attendance in nine; in the tenth diagnosis was an inci-
dental finding at examination. In each case the parents and, when appropriate,
the patient were reassured and no further action was taken. The patients
were then re-examined at 6, 12, and, if necessary, 18 months.

After six months five of the 10 showed complete and spontaneous separa-
tion, four partial separation, and one no change. By 12 months nine cases
had resolved, and by 18 months all 10 had resolved completely. Adhesion did
not subsequently recur in any of the patients.

Comment

Treatment for fused labia minora with local oestrogen cream has
an incidence of success of about 90°h/' 2 and was recently stated to be
the treatment of choice.3 Side effects, however, have been reported.
Aribarg found that reversible vulval pigmentation developed in all
patients, one also developing vulval erythema, and adhesion recurred
in one girl.2 Capraro and Greenberg noticed a small incidence of
breast enlargement and tenderness.' We have seen a child in whom
adhesions recurred after the application of oestrogen cream had been
stopped. Moreover, this treatment requires good compliance by
patient and parent and may be resented by the child.

Surgical separation is long established4 and still has its advocates.5
Unless, however, patients undergo surgery when they are only a few
months old, they have to be anaesthetised and may suffer undue
distress. The stress of admitting a child to hospital and the potential
risk of a general anaesthetic led us to undertake this study. Further-
more, the incidence of recurrent adhesions has been reported to be as
high as 200"(.4

Conservative management in our series led to an incidence of
spontaneous separation of 100°, albeit over 18 months, though half
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had resolved by six months. Provided adequate explanation of the
condition is given to the parents, this approach is readily accepted and
avoids the potential complications of the other methods of treatment
currently recommended.
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Jarisch-Herxheimer reaction in
falciparum malaria?
During the treatment of falciparum malaria with Fansidar (pyri-
methamine and sulphadoxine) a secondary rise in temperature is
sometimes seen. We have recently studied such a case in detail.

Case report

A 20 year old man was admitted to hospital two weeks after returning to
Denmark from Tanzania. Blood slides on admission showed infection with
Plasmodium falciparum. He was given three tablets of Fansidar and his
temperature declined from 40 3°C to 37-0°C in 16 hours (see figure). Ten
hours later his temperature began to rise again. This was associated with
malaise, headache, backpain, nausea, vomiting, and tachycardia. Suspecting
failure of treatment, as no other focus of infection was found, we gave another
three tablets of Fansidar. Fresh blood films showed that the maximal
parasitaemia of 428 infected erythrocytes per 50 leucocytes had disappeared
several hours before the new temperature rise, leaving the patient free of
parasites for at least eight hours before the fever rose to its peak. During the
second period of fever the total leucocyte count was 4 4x 109/l. Differential
count showed a left shift in the granulocytes, lymphopenia, and absolute
eosinopenia.
On questioning the patient it emerged that in Tanzania he had suspected

that he had malaria and treated himself with Fansidar. His symptoms had
then disappeared in 36 hours and he had had no secondary reaction. He had
never used Fansidar as a prophylactic agent but always chloroquine 500 mg a
week. He was not known to be allergic to any medicine, including
sulphonamides.

Comment

After the start of treatment this patient initially became well and
his fever declined. The parasitaemia was cleared, from a maximum of
about 10% infected erythrocytes in the 18th hour to almost none in the
38th hour. Nevertheless, simultaneously he again developed acute
symptoms, with fever and a rise in the heart rate. Such a picture is
similar to the Jarisch-Herxheimer reaction, which is best known after
the treatment of syphilis but which has also been reported after the
treatment of other spirochaetal infections, some bacterial infections,
and trypanosomiasis.1 The typical features of this are fever, chills,
headache, malaise, myalgia, arthralgia, nausea, vomiting, and exacer-
bation of skin lesions2; a rise in the heart rate; and changes in blood
pressure. During the reaction the typical haematological finding is
leucocytosis with lymphopenia, eosinopenia, and a shift to the left in
the granulocytes.3 In malaria, in contrast, neutropenia is the com-
monest finding.

The reaction in our patient after treating him for malaria resembled
the classic Jarisch-Herxheimer reaction, firstly in its clinical features,
secondly, in the changes in the temperature and pulse rate, and lastly
in the changes in the leucocyte count. In patients with neurosyphilis
treated with penicillin the reaction lasts for about 32 hours, in primary
syphilis for 12 hours when penicillin is given intravenously2 and for
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Course of temperature and parasitaemia during treatment of falciparum
malaria treated with sulfadoxin/pyrimetamin (Fansidar). Arrows show when
patient received Fansidar (3 tablets each time).

24 hours when mercury is given.4 This compares closely with the 48
hours seen in this patient. As in syphilis it is not known why some
people develop this reaction and others do not; immunological factors
may have a role, as might endotoxins as well.5
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