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recurrences developed within one year, most within six months.1 °
Thus our success rate of 64% after 13-18 months' follow up
probably reflects the long term cure rate for cryotherapy in an
unselected group of patients with ingrowing toenails. This
success rate might be increased if cryotherapy was combined
with a method of reducing the bulk of the nail fold, either by
resection of soft tissue or by an increased freeze time.

Although nail reducing techniques are the most successful,
patients may not be willing to lose permanently part or all of
their toenail if a nail sparing technique would succeed. Even
the most basic of these techniques, however, requires an
anaesthetic, skill of the operator, suitable operating facilities,
and time. Cryotherapy, however, is a quick, simple, and cheap
nail sparing procedure that can be carried out without anaesthe-
sia with limited facilities, has a rate of success comparable with
that of surgical nail sparing procedures, and produces rapid
relief of pain in most cases.
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SHORT REPORTS

Effect of a regional neonatal unit on
a general paediatric ward

Increasing numbers of infants are surviving as a result of specialised
care in neonatal intensive care units. Some require readmission to
hospital,1 2 either for further treatment of neonatal complications such
as posthaemorrhagic hydrocephalus or for recurrent respiratory
infections and apnoeic episodes due to the development of chronic
lung disease after ventilation. Failure to thrive and child abuse are
more common in these infants.3 Many require prolonged inpatient
medical care, and in this study we investigated the proportion of the
workload of a paediatric ward that was generated by infants who had
previously been treated in a neonatal intensive care unit.

Methods

All patients admitted to the regional neonatal intensive care unit at Cam-
bridge Maternity Hospital during 1982 were studied and divided according to
whether they were born inside or outside the Cambridge Health Authority
area. Records of infants admitted to the paediatric ward in the same hospital
were analysed. The ward admitted children under 5 years except those re-

quiring ear, nose, and throat surgery or plastic surgery. The only regional
commitment was for neurosurgical cases. Acute admissions were from the
Cambridge area, although babies from outside this area who had previously
been in the neonatal intensive care unit were readmitted on request. Diagnosis
and length of stay of patients under 1 year old in the paediatric ward during
1982 were analysed. All admissions to the paediatric ward during 1982-3
of infants who had previously been in the intensive care unit during their first
year were also recorded. Using this data, a comparison was made between
those infants (under 1 year old) who had previously had treatment in the
neonatal intensive care ward and those who had not.

Results

In 1982, 439 children under 1 year were admitted to the paediatric ward
with a bed occupancy of 3386 days. Of 402 infants admitted to the neonatal
intensive care unit, 133 were from the Cambridge area and 14 were subse-
quently admitted to the paediatric ward, before their first birthday, for a total
of 193 days. Of the 269 infants from the region who had previously been in the
intensive care unit, 38 were admitted to the paediatric ward during their first
year of life for a total of 1222 days. They thus accounted for 42% of the bed
occupancy of the under 1 year olds. Seventy seven infants with birth weights
under 1500 g were admitted to the neonatal intensive care unit. Nine of the 16
from the Cambridge area who survived required admission to the general
ward for a total of 200 days, and eight of the region's 37 surviving infants for
206 days. Thus 17 out of 53 survivors (32%) (birth weight < 1500 g) were

Diagnoses in children aged under I year admitted to hospital

Infants who had been in neonatal intensive care unit Other infants

No of days No of days
n admitted Mean No of days n admitted Mean No of days

Gastrointestinal surgery 4 590 147 5 19 109 5-7
Chronic lung disease 2 202 101
Neurosurgery 7 214 30-6 23 299 13
Upper respiratory tract infection 15 156 10 4 59 186 3 2
Whooping cough 2 47 23-5 11 132 12
Feeding problems 3 46 15 3 17 79 4 6
Meningitis 1 28 28 10 92 9-2
Social 2 23 11.5 7 39 5-6
Developmental delay 2 21 10-5 7 42 6
Bronchitis 2 1 1 515 43 193 4.5
Apnoea 5 17 3-4 19 89 427
Hernia 2 9 4-5 7 18 2-6
"Asthma" 2 9 4-5 6 15 2-5
Febrile convulsion 3 13 4-3 11 32 2-9
Jaundice 2 8 4 4 27 6-8
Diarrhoea and vomiting 1 7 7 38 102 247
Pyloric stenosis 2 10 5 15 81 54
Tachycardia 1 4 4 1 4 4
Convulsions 17 71 42
Computed tomography 12 16 13
Pyrexia of undetermined origin 21 55 246
Failure to thrive 21 92 4.4
Bronchiolitis 9 35 3.9
Osteomyelitis 2 162 6
Stridor 2 67 33-5
Non-accidental injury 2 60 30
Poisoning 1 2 2
Cardiac 3 19 63
Haematological 1 3 3
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admitted to the paediatric ward, representing 3-8% (17/439) of the infants
under 1 year but 12% of the bed occupancy.

Infants who had previously been in the neonatal intensive care unit accoun-
ted for a large proportion of the bed occupancy partly because they stayed in
the ward longer for general problems (such as upper respiratory infections
and social and feeding difficulties) than the other infants (table) and partly
because a small number needed prolonged admissions for intensive treatment
of chronic conditions-for example, one infant with chronic lung disease
needed ventilation for five months and another required many months of
intravenous feeding after extensive bowel resection in the neonatal period.

Comment

Although only a small number of infants who had previously
received intensive care required admission to the paediatric ward, they
represented about half the bed occupancy of infants under 1 year.
Interestingly, although the paediatric ward served only the Cambridge
Area Health Authority, babies admitted to the neonatal intensive care
unit from the region accounted for about one third of the bed oc-
cupancy of those aged under 1 year.

This study highlights the need for continued intensive nursing care
for a few infants under 1 year after their discharge from a neonatal
intensive care unit. This represents a considerable workload for a
general ward, and as the survival rates of such infants continue to
improve4 it is vital that these wards should be appropriately staffed
and equipped.
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Spontaneous urinoma due to
retroperitoneal fibrosis and aortic
aneurysm
Rupture of the ureter or renal pelvis leading to a mass of encapsulated
extravasated urine usually occurs after surgery or trauma. When it
occurs spontaneously it is usually a result of ureteric obstruction due
to calculus. We report a case of urinoma caused by retroperitoneal
fibrosis in association with an aortic aneurysm.

Case report

A 72 year old man with a history of right ureterolithotomy was admitted
for investigation of uraemia. He was found to have a large, firm, ballotable
abdominal mass on the left side. Blood urea concentration was 20-2 mmol/l
(121 mg/100 ml) and creatinine concentration 428 ,mol/l (4-8 mg/100 ml).
Intravenous urography showed a small right kidney and a hydronephrotic
left kidney displaced upwards by a mass. The left ureter was not identified.
Ultrasonography showed an abdominal aortic aneurysm with a large cystic
mass adjacent. After needle aspiration had confirmed that this mass con-
tained urine, contrast was injected (figure) and 600 ml fluid aspirated.
Retrograde urography confirmed the presence of high ureteric obstruction,
and at operation a urinoma above a 2-5 cm segment of necrotic ureter was
found. There was dense fibrosis around the aneurysm and the ureter. A
nephrostomy tube was inserted, the necrotic ureter excised, and an end to
end ureteric anastomosis fashioned over a Cummings tube. After surgery
he had a diuresis via the nephrostomy and his blood urea concentration fell
to normal.

Comment

Urinomas may result from trauma to the ureter or renal pelvis,
ureteric obstruction from calculus, neoplasm, tuberculosis, or

rarely, disease of the spinal cord.1 2 Urinoma complicating renal
papillary necrosis in an elderly diabetic was recently described.3
Although retroperitoneal fibrosis associated with aortic aneurysm
may occasionally result in ureteric obstruction,4 we are not aware of

Result of percutaneous injection of contrast into large
urinoma in left side of abdomen.

any previous reports of urinoma complicating either retroperitoneal
fibrosis or aortic aneurysm. We believe that the pathogenesis of the
urinoma in this case was ischaemic necrosis due to the infiltrative
perianeurysmal fibrosis.

We thank Dr C L Hall and Mr C U Moisey for permission to report
this case.
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Care by parents in hospital
With the introduction of unrestricted visiting and the provision of
accommodation parents are playing a larger part in caring for their
children in hospital. In the United Kingdom the child is under the
care of a medical and nursing team and parents assist if they can
and are allowed to. Alternative facilities-"care by parent" units-
have been evaluated to some extent in this country' 2 and more
extensively abroad.3-5 Here, child and parent are admitted together;
the daily care is given by parents, but nurses and medical staff help
and perform those procedures requiring special knowledge or skill.
Studies have indicated that these units are more economical, and
that in them the child is less disturbed, the confidence and competence
of parents are reinforced, and fewer nursing staff are required.3
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