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sided and his urine remained free of albumin and red blood
cells.

Six days after admission he complained of pain in his scrotum,
which on examination was found to be slightly oedematous. No
other abnormality was noted, but during the next two hours the
pain worsened, the scrotum became very much more swollen, and
there was extreme tenderness of the right testis with bluish-red
discoloration of the overlying scrotal skin. There was also some
tenderness along the spermatic cord. His temperature was normal
but the pulse rate was 110.

Clinically it seemed likely he had torsion of the right testis, and
exploration was carried out the same evening. At operation the
scrotal oedema and discoloration were noted, but there was no
evidence of torsion and the body of the testis was normal. There
were, however, purpuric spots scattered over the epididymis, similar
to those found on the bowel wall in patients with anaphylactoid
purpura requiring laparotomy on account of abdominal pain. The
scrotal swelling was presumed similar in nature to the swelling that
may occur in relation to joints or over the dorsum of the hands
and feet in this condition, but no definite cause for the testicular
pain could be found. Presumably oedema in or around the nerve
endings on the surface of the testis could have been responsible.
Prednisolone was given, and by the following day the scrotal oedema
and pain were very much less, completely disappearing during the
ensuing 72 hours. Despite the use of steroids the boy had an attack
of colicky abdominal pain, and his stool 48 hours later showed a
positive reaction for occult blood. His subsequent progress, how-
ever, was satisfactory, his urine remained clear, and when seen at
the follow-up clinic one month after discharge he was well and
both testes appeared equal in size and of normal consistency.

CASE 2

Two weeks after the above patient had been discharged from
hospital a boy aged 5 years was admitted to the same ward. The
history and clinical findings in this patient were again typical of
anaphylactoid purpura, with the usual rash and joint pains following
an upper respiratory tract infection. The patient had abdominal
pain before admission, and four days after admission complained of
scrotal pain and was found to have generalized oedema of the
scrotum with marked tenderness and pain on palpation of the left
testis. The scrotal skin over the left testis was discoloured. The
clinical findings were once again similar to those of acute testicular
torsion. In view of the progress in the above case it was decided
to observe this child, and he was prescribed steroids. By the follow-
ing day the pain had disappeared, and within four days the swelling
had subsided. At subsequent follow-up the boy was well and both
testes appeared normal.

Meningomyelitis due to Brucellosis

Brit. ined. J., 1968, 4, 432-433

Neurological complications of brucellosis have been recognized
for a long time (Tomaselli, 1879). Hughes (1897) was the first
to describe a case of meningomyelitis with necropsy findings.
Cases of sciatica, brachial neuritis, and meningitis due to
brucellosis have been recorded in India (Mathur, 1954, 1955;
Pathania et al., 1966). A case of meningomyelitis occurring
as a complication of brucellosis is now reported.

CASE REPORT

A 40-year-old wife of an officer was admitted to hospital with a
one month history of irregular fever. Diagnosis did not pose a
problem, as her husband had been under treatment for brucellosis
a few months previously. Brucella aboi tus was grown in culture
from the blood, and the agglutination tests were repeatedly positive
in significant titre, the highest being 1 in 1,000. She responded

COMMENT

During discussion about these patients a surgeon who was
not involved mentioned that on one occasion in the past he had
performed an unnecessary operation on a child thought to have
torsion of the testis, but in fact no torsion had been found and
the child subsequently developed symptoms and signs of the
Henoch-Schdnlein syndrome. A surgical registrar involved
with Case 2 also mentioned having seen this complication of
anaphylactoid purpura on a previous occasion. It would
appear, therefore, that this is an unusual complication, but
probably commoner than the literature would suggest. There
is in fact no mention of it in standard paediatric textbooks.

It is obviously desirable to avoid unnecessary operations at
any time, and for this reason, if a child presents with symptoms
of testicular torsion during the course of an illness, proved or
suspected to be anaphylactoid purpura, then observation rather
than exploration would appear reasonable. Whether prednisolone
helps is doubtful; it did not prevent the first patient from
developing typical abdominal pain, but it may possibly be of
value in treatment of the oedema.

ADDENDUM.-In July of this year a 5-year-old boy was admitted
to Mansfield General Hospital with acute right testicular pain and
scrotal swelling. On examination on admission he was noted to have
a purpuric rash on his legs and he undoubtedly had anaphylactoid
purpura. His scrotal pain was, however, of such severity that the
consultant surgeon in charge felt that exploration was necessary to
exclude torsion. As in the other cases, there was no sign of torsion
at operation. The cord was oedematous and congested and so also
was the testis and epididymis. The appendix testis was haemor-
rhagic, and histology of a small portion of the appendix testis and
epididymis showed some haemorrhage with an intense vasculitis,
characteristic of anaphylactoid purpura. The child was not given
steroids and his subsequent progress was satisfactory. When seen
at follow-up clinic he appeared to have a normal right testicle and
no evidence of sequelae.

I am grateful to Dr. A. C. Blandy for permission to publish
details of Case 2 and to Mr. M. J. Ball for his help with the third
patient. I thank the consultants and registrars at Mansfield and Dis-
trict General Hospital for their assistance in the management of these
patients.

J. S. FITZSIMMONS, M.B., M.R.C.P.ED., D.C.H.,
Consultant Paediatrician, Nottingham and Mansfieli

Clinical Area.

rapidly to treatment with tetracycline and was discharged in sixt
weeks.

She was readmitted two weeks later for persistent vomiting,.
nausea, and giddiness, and was found to have low-grade pyrexiat
(99.4' F.; 37.4' C.). No abnormal physical findings were elicited
on examination. An E.N.T. examination proved negative. The-
blood culture was sterile and brucella agglutination test was.
negative (under 1 in 25). X-ray examination of the chest, the-
Venereal Disease Research Laboratory test, serum biochemistry,
peripheral blood picture, and urine examination were non-
contributory. She was found normal by a psychiatrist and was.
given symptomatic treatment.
The symptoms proved troublesome and resistant. Three weeks,

after admission she complained of unsteadiness of gait, but did
not have any positive neurological signs, and was given physio-
therapy. After another four weeks she developed slight weakness
of the lower limbs and was noted to drag her left foot while
walking. On examination she had a flaccid areflexic paresis of
the lower limb and impairment of all forms of cutaneous sensibility
below the L 3 level in the right lower limb. The C.S.F. contained;
132 cells per cu. mm. (predominantly lymphocytes) and 400 mg-
of protein per 100 ml. No specific therapy could be started, and
she continued to deteriorate under observation. Four weeks after

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.4.5628.432 on 16 N
ovem

ber 1968. D
ow

nloaded from
 

http://www.bmj.com/


16 November 1968 Medical Memoranda MB~Rn 433

the onset of neurological signs her gait had worsened. The left
lower limb now showed a spastic paresis with an extensor plantar
response. Impairment of all forms of cutaneous sensibility below
the D 7 level on the right side completed the picture of a partial
Brown-Sequard syndrome. The sensory loss was most dense over
the L 3 dermatome, and there was a band of hyperaesthesia at
D 6 of the left side. There were no motor signs in the right leg.
The C.S.F. protein had risen to 500 mg./100 ml. and the cell
count was 121/cu. mm., mainly lymphocytes.

Spinal cord compression at the D 6 level was diagnosed and
myelography undertaken by the lumbar route. The spinal block
was partial and myelography was repeated by the cisternal route.
Again the block was partial. There was flocculation of the dye
into pockets throughout the mid-dorsal, lower dorsal, and lumbar'
regions. Though the patient was not febrile and the agglutination
tests remained normal, myelitis and arachnoiditis due to brucellosis
were suspected. Treatment with tetracycline, streptomycin, and
prednisolone (60 mg./day) was instituted. The response was
dramatic and she was soon able to walk. The C.S.F. was normal
six weeks later, and she was able to walk out of the hospital in
another fortnight with no residual neurological signs.
A month later she was seen as an outpatient and complained

of some numbness over the lateral border of the left foot. Hypo-
algesia and hypoaesthesia could be detected in the L 5 root area.
Agglutination test for brucellosis remained negative and she
responded rapidly to prednisolone and tetracycline. Two years later
she remained well and had no neurological signs.
We did not have full laboratory facilities to do complement

fixation tests.

COMMENT

There was no doubt about the diagnosis of' brucellosis in this
case. The organism was grown in culture, and the titre of
agglutination tests was significant (Spink et al., 1952). We
could not demonstrate the organism in the C.S.F. or get a
positive agglutination test from the fluid.

Neurological complications may appear at the onset of the
illness, after a few febrile episodes, during convalescence, or
long after the fever, and may at times overshadow the other
manifestations of brucellosis (Nelson-Jones, 1951). Any of
the common strains-n elitensis, abortus, or suis-can involve
the nervous system.

Leptomeningitis is an early feature and may lead to adhesive
arachnoiditis in the cranium or the spinal canal. The dorsal
region is most frequently affected. A pseudopsychiatric form
of the disease is well known (Spink, 1959). Nelson-Jones
(1951) stressed an encephalitic element with mental symptoms.
In the absence of cranial nerve signs it is doubtful whether
our patient had cranial meningitis. A mild encephalitis could
explain her earlier nausea, vomiting, and giddiness.

Meningoencephalitis secondary to brucellosis has been
described by Fincham et al. (1963) and by Nichols (1951).

The former have also reported meningomyelitis. Their case
presented with ataxia and weakness of the legs, and had C.S.F.
changes-protein 238 mg./100 ml. and 73 lymphocytes/cu. mm.
Other forms described by Fincham et al. include subarachnoid
haemorrhage, neuritis, and myelopathy. The meningo-
encephalitic type can mimic an intracranial mass. Dejong
(1936) gave a good account of neurological features of
brucellmsis. Steindler (1940) and Lowe and Lipscombe (1947)
dealt mainly with neurological features secondary to skeletal
disease, not seen in our patient.

Adhesive arachnoiditis is a frequent feature seen on lamin-
ectomy for suspected spinal cord compression in many tropical
countries. It seems likely that brucellosis may account for a
few of these cases. In view of the extremely gratifying response
usually seen after specific therapy, it is desirable to look for
evidence of brucellosis when faced with a case of arachnoiditis
or meningomyelitis of obscure origin. The C.S.F. may show
a growth of brucella in culture or be positive for agglutinins.
These are, however, notoriously difficult to demonstrate
(Fincham et al., 1963).

We are grateful to the Director-General, Armed Forces Medical
Services (India), for permitting us to report this case.

M. G. SAHADEVAN, M.B., M.R.C.P.,.
Major.

MAHINDER SINGH, M.B., M.S.,
Lieutenant-Colonel.

P. P. JOSEPH, M.B., M.R.C.P.ED., M.R.C.P.GLASG.,
Major.

R. S. HOON, M.B., F.R.C.P.ED.,
Brigadier.

Armed Forces Medical College, Poona, India.
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Contralateral Pneumothorax with
Congenital Diaphragmatic Hernia

Brit. med. J., 1968, 4, 433-434

The importance of congenital diaphragmatic hernia as the
cause of acute cardiorespiratory difficulties in the perinatal
period has been better appreciated since Butler and Claireaux
(1962) found that it was present in 8% of perinatal deaths.
As a result congenital diaphragmatic hernia is now usually
diagnosed before death, and in the past 15 years at the Hospital
for Sick Children there has been a sixfold increase in the
number of babies with this anomaly who have been admitted
within 24 hours of birth (Young, 1968).

These very young infants now present some problems not
seen before, when surgeons saw only those babies who had
survived for several days before admission. This report
concerns one postoperative complication, the development of
pneumothorax on the opposite side to the hernia. Contralateral
pneumothorax is particularly important in the infant with early
cardiorespiratory distress, in whom the diagnosis of the
diaphragmatic hernia is made within hours of birth. The case
histories of four infants admitted under Professor A. We.
Wilkinson are given and some aspects of congenital diaphrag-
matic hernia discussed.

CASE REPORTS

Case 1.-A male infant had difficulty in establishing respiration
at birth, which necessitated intubation, aspiration, and assisted
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