
Delayed diagnosis in atypical measles syndrome

scan showed no abnormality. Gas- graphs indicated that some of the
John A.M. Henderson,* MB, tric washings showed no tubercle lung nodules had regressed, and it
FRCPC bacilli. Further chest radiographs was felt that the unidentified disease

D. Ian Hammond,t MD, FRCPC showed evidence of diminution of process was not active.
the pulmonary nodules. It was con- Because of continuing chest radio-
sidered that the improvement almost graph abnormalities and concern

Atypical measles syndrome has been completely eliminated the possibility about the diagnosis, the patient was
extensively documented'-5 since the of metastatic disease. The diagnosis referred to us in November 1981.
original description, by Rauh and at the time of discharge was granu- Atypical measles syndrome was con-
Schmidt6 in 1965. The syndrome is lomatous disease of the lungs, prob- sidered, and inquiry at the appropri-
particularly likely to occur in ado- ably histoplasmosis. ate virus laboratory revealed that
lescents or young adults previously The patient remained well, but in the titre of antibody to measles
vaccinated with killed vaccine and October 1980 chest x-ray examina- antigen, as determined by comple-
then exposed to natural infection.7 tion showed a possible increase in ment fixation, in a blood sample
Nevertheless, the clinical picture of the size of the pulmonary lesions. taken in October 1980 was 1:640,
atypical measles syndrome is so un- She was admitted to another chil- significantly higher than the upper
like that of typical measles that the dren's hospital, where detailed as- limit of the normal range, 1:80. A
diagnosis may be elusive unless the sessment showed no abnormality ex- chest radiograph showed that sever-
possibility of the syndrome is kept cept for the radiologic findings. al of the pulmonary nodules could
specifically in mind. Comparison with the previous radio- no longer be identified, and the

remainder were barely visible.
Case reports The patient and her mother were

informed about the diagnosis of the
Case I syndrome and reassured. Direct in-

quiry elicited a history of measles in
A 15-year-old schoolgirl was re- the patient's skating class at the

ferred by her family physician in time of her original illness, in April
November 1981 for evaluation of 1980. She had received attenuated
pulmonary nodules. live measles vaccine in March 1970.
She had been in good health until

April 1980, when she suddenly be- Case 2
came severely ill, with a tempera-
ture reaching 40.1°C and evidence j A 19-year-old man was admitted
of bilateral lung consolidation (Fig. Fig. 1 Patchy areas of consolidation in to hospital in June 1980 because of
1). The areas of consolidation re- right perihilar, right cardiophrenic and malaise, a dry hacking cough and a
gressed, leaving pulmonary nodules left axillary regions at time of acute temperature of 39.5°C. Chest radio-
(Fig. 2). The fever subsided after illness in case 1. graphs showed areas of consolida-
about 1 week, and the patient rapid-
ly regained her normal health. No
rash was observed.

Because of the chest radiograph W
abnormalities the patient was re-
ferred in May 1980 to a children's
hospital in Quebec. Skin tests with 5
tuberculin units of purified protein
derivative and histoplasmin gave
negative results, and a liver-spleen
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tion and bilateral bhilar adenopathy
(Fig. 3). No rash was seen. Diagno-
ses considered included bacterial
pneumonia, Mycoplasma pneumo-
niae infection and acute histoplas-
mosis.
Treatment with erythromycin was

given. The patient became afebrile
within 24 hours and the radiologic
abnormalities decreased. He was
discharged from hospital after 1
week, having made a good recovery.
All microbiologic studies gave nega-
tive results.
When the virus laboratory records

were reviewed 2 years later it was
noted that the titre of antibody to
measles antigen, as determined by
complement fixation in' paired serum
samples tested in parallel, had risen
from 1:20 to 1:640 during the course
of the acute illness. A review of his
previous history indicated that the
patient had received attenuated live
measles vaccine together with im-
mune globulin at the age of 3 years.

Comments

The truism that a diagnosis will
not be made unless one first thinks
of it is particularly applicable in
atypical measles syndrome. Nichols8
found that the syndrome was cor-
rectly diagnosed by attending physi-
cians in only 17 of'56 patients, 42 of
whom had been admitted to hospi-
tal. Knowledge of the condition
through previous observation or by
acquaintance with recent medical
literature is a prerequisite. Text-
books may be of little help.
The entity of atypical measles

syndrome 'is clearly defined in its
own 'right9 and is so different from
typical measles that the clinician
may not think of measles when
faced with an acutely ill adolescent
or young adult with high fever, hilar
adenopathy and pneumonia, or pleu-
ral effusion, along with a polymor-
phic rash beginning on the hands
and feet. The rash, which is not
always present,'0-'2 may suggest
Rocky Mountain spotted fever; sero-
logic examination may lead to a
retrospective diagnosis of atypical
measles syndrome.'3 The results of
the measles antibody tests in our
patients had not been appreciated,
either because they were regarded as
irrelevant or because they fell into
the category of "4data still pend-

ing"'4 when the discharge summar-
ies were dictated or the charts were
signed out. It is of interest that
antibody titres greater than 1:160
are rarely observed in typical mea-
sles.9
A second set of problems con-

fronts the clinician and the radiolo-
gist if the patient presents with
pulmonary nodules, particularly if
their relation to the initiating acute
illness is not clear. The nodules,
which presumably represent areas of
slowly organizing pneumonia, may
persist for as long as 21/2
years,31"' l5-'6 during which time sur-
gical intervention may be consid-
ered. From knowledge of the natural
history of atypical measles syndrome
it is clear that invasive methods of
investigation, such as biopsy, are
contraindicated. In one of the cases
described by Mitnick and col-
leagues'6 exploratory thoracotomy
was cancelled when a diagnosis of
atypical measles syndrome was sug-
gested by a pediatric pulmonary
specialist.
The evolution of the chest radio-

graph abnormalities in our patients
was entirely consistent with the con-
dition, as'were the other features of
their cases. We know of no other
condition in which pneumonic foci
clear so rapidly and spontaneously,
leaving pulmonary nodules that
slowly regress and sometimes calci-
fy. Unusual aspects of our cases
were the absence of a rash and the
fact that both patients had received
live rather than killed measles virus
vaccine.2,8
Once the diagnosis of atypical

measles syndrome has been con-
firmed, further management is sim-
ple. Despite the fact that patients
may appear severely ill during the
acute illness, spontaneous recovery
can be expected. Among the approx-
imately 900 cases that have been
recorded, there is only one report of
death possibly attributable to the
syndrome.'7 There is no evidence
that patients with the condition are
infectious, and they may also 'be
reassured that second attacks have
not been observed.

Adolescents and young adults who
have received killed vaccine are
most susceptible to the syndrome.
Revaccination may be associated
with adverse reactions. White'8 stat-
ed that there is no evidence that

revaccination of this gradually age-
ing group confers protection against
either measles or atypical measles
syndrome. Preventing exposure to
wild measles virus by means of mea-
sles elimination programs among the
general population may be the most
effective policy. Even if indigenous
measles is eliminated in North
America, however, susceptible per-
sons will still be at risk of imported
measles'9'20 and of wild measles if
they travel in areas where it is still
endemic.2'
The changing epidemiology of

measles has had a further, unexpect-
ed result: the firm diagnosis of mea-
sles, once the prerogative of the
primary care physician, has become
more elusive,22 necessitating in-
creased dependence on serologic
tests rather than on unsupported
clinical acumen.

We thank Dr. Robert W. Firlotte, for
referring the first patient to us, and
Peter H. Phipps, of the Regional Virolo-
gy Laboratory, Ottawa, for his help in
reviewing laboratory records.
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Visualization of Toxoplasma gondii
in the cerebrospinal fluid of a child
with a malignant astrocytoma

J.A. Embil,*tt MD, PhD, FRCPC,
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In 1947 Robinson' described a
9-year-old girl with meningoenceph-
alitis due to toxoplasmas so numer-
ous as to permit ready identification
on a direct smear of the cerebrospi-
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nal fluid (CSF). She recovered fol-
lowing sulfathiazole treatment.
Feldman2 described in 1968 a case
of a child with meningitis who had
Toxoplasma gondii in the CSF and
who made a rapid, total, spontane-
ous recovery. We report the visual-
ization of T. gondii in the CSF of a

Fig. 1-Toxoplasma gondii visualized in
cerebrospinal fluid of 12-year-old boy
with malignant astrocytoma (Wright's
and Giemsa; X2150, reduced app'rox'i-
mately 30%)

patient who was receiving immuno-
suppressive therapy following re-
moval of an astrocytoma.

Case report

A 12-year-old boy presented with
personality changes, headache, in-
creased intracranial pressure, hom-
onymous hemianopia and papil-
ledema. A computed tomography
scan revealing a left cerebral mass
led to the diagnosis of a brain tu-
mour. After the tumour was excised
the diagnosis was confirmed histopa-
thologically as a malignant as-
trocytoma of the left parietal and
occipital lobes.

After the boy had been treated
with corticosteroids for 14 days a
sample of his CSF was taken for
cytologic examination. Smears of
the CSF sediment were fixed with
methanol and stained with Wright's
and Giemsa stains. Mononuclear
cells (90% monocytes and 10% lym-
phocytes) and numerous organisms
were found, some in the cytoplasm
of the mononuclear cells. The mor-
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