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The seasonal effect tnay be an acute response to ambient
temperature, perhaps initiated by a sympathetic reflex initiated
by skin cooling. This would accord with the known responses
to the "cold pressor test," which increase with age. It is perhaps
surprising that the effect seems largely uninfluenced by treat-
ment, especially with a beta-blocker, but the dose used in the
trial is not enough to abolish sympathetic activity.
These data provide further evidence that environmental

temperatures affect arterial pressure in middle-aged men and
women with mild hypertension. The influence of seasonal
factors on the blood pressures of normotensive or severely
hypertensive subjects or on the blood pressures of the elderly
may differ. When the full trial results are available it may be
possible to estimate the effect of seasonally related blood
pressure increase on cardiovascular morbidity and mortality in
the middle-aged mild hypertensives who make up the trial
population. It would, however, be unwise to extrapolate from
these results for this selected group and attempt this estimation
for other populations.
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Fungal arthritis simulating juvenile rheumatoid arthritis

J HAAPASAARI, R V ESSEN, A KAHANPAA, ANJA A I KOSTIALA, K HOLMBERG, J AHLQVIST

Abstract

Petriellidium boydii is often isolated from maduromy-
cosis but has recently been associated with arthritis. A
previously healthy 6-year-old boy developed chronic
purulent arthritis of the knee after a bicycle accident.
Culture of aspirate grew no pathogens and antibiotic
treatment had no effect. Culture of synovial fluid grew
P boydii, which responded initially to amphotericin but
reappeared after six months. Subsequent treatment with
miconazole was stopped after development of haema-
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turia. The fungus was sensitive to ketoconazole, and
treatment with this drug cured the infection.
With the introduction of ketoconazole it is of practical

importance to recognise fungal infections.

Introduction

Petriellidium boydii (perfect form: Allescheria boydii, imperfect
form: Monosporium apiospermum) is best known for causing
Madura foot, but lately various other associations, particularly
with arthritis,'-3 have been reported from America. We believe
our case to be the first from Europe.

Case report

A previously healthy 6-year-old boy injured his right knee in a
bicycle accident in August 1978. The wound was cleaned and sutured
without delay. Ten days later the knee became swollen and 25 ml
turbid fluid was aspirated. One week later the knee was again swollen,
red, and tender, and the patient was feverish. Twenty-five ml turbid
fluid was aspirated and sent for bacterial culture, which proved
negative. As the patient also had raised erythrocyte sedimentation rate
and C-reactive protein concentration he was admitted to hospital and
treated for bacterial arthritis with various systemic and intra-articular
antibiotics, but without clinical improvement. Histological examination
of synovial biopsy specimens showed purulent arthritis, but repeated
bacterial cultures remained negative. He was therefore sent for
rheumatological evaluation in November 1978.
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On admission the patient was in fairly poor general health, and the
knee was swollen, warm, and tender. Erythrocyte sedimentation rate
was 122 mm in first hour, haemoglobin concentration was 10 8 g/dl,
IgG 19 g/l; tests for rheumatoid factor and antinuclear antibody gave
negative results. Treatment with prednisolone and hydroxychloro-
quine was started, and his knee was repeatedly injected with topical
steroids. His condition improved generally on this regimen, ESR fell
to 9 mm in first hour and haemoglobin concentration rose to 13 9 g/dl,
but the knee remained swollen.
At arthroscopy, abundant yellowish-white material was seen in a

hyperaemic joint cavity. Synovial fluid injected into blood-culture
bottles showed fungal growth after four days: the fungus was identified
as P boydii. At microscopy of synovial fluid unusual large foamy cells
were prominent but no fungal elements were found, even on review
of cytocentrifugal preparations and sections from the biopsy specimen.
Fluid drawn one week later gave the same results on culture and
microscopy.

Tests for humoral and cellular immunity gave normal results.
The patient was treated with systemic and local amphotericin B (total
441 000 IU (441 mg)) with apparent success but six months later the
knee became swollen again, and P boydii was isolated again. The
fungus was sensitive to miconazole: treatment with this drug was
started and a synovectomy performed. The drug had to be dis-
continued after 22 infusions because of haematuria. Amphotericin
was reintroduced but stopped as transaminase values rose and fever
spikes appeared. The patient was subfebrile, erythrocyte sedimentation
rate was high, and the knee remained swollen and tender. Fortunately,
the ketoconazole sensitivity assay performed at this point gave a
minimal inhibitory concentration of 0-4-0-8 mg/l. He was given 100
mg oral ketoconazole thrice daily, which produced a maximal serum
concentration of 2-5 mg/l: treatment was continued for a year. The

boy has been without drug treatment for 16 months with no sign of
infection. His knee is painless but totally stiff.

Discussion

Fungal arthritis often develops after accidents outdoors.4 Our
case shows that the disease is not encountered exclusively in
warmer countries. Undoubtedly fungal arthritis is rare else-
where, but it could appear to be even rarer, as the diagnosis
may be missed by routine procedures. With the introduction of
a new treatment of choice for most fungal infections5 it is of
practical importance to recognise these infections.
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Energy intake and weight gain of very low birthweight
babies fed raw expressed breast milk

S A SPENCER, W HENDRICKSE, D ROBERTON, D HULL

Abstract

The energy intake and weight gain of low birthweight
infants (under 1500 g) fed expressed breast milk were
measured. Between the second and fourth weeks of life
the mean energy intake was 577 kJ (138 kcals)/kg/day and
the mean weekly increase in weight 119 g/week. Feeding
energy-rich hind milk to two babies increased their
energy intake but had little effect on their rate of weight
gain. There appeared to be no correlation between energy
intake and weight gain, probably owing to variation in
the absorption of nutrients from expressed breast milk.
This study forms a basis for a comparison of weight

gain in babies fed alternative regimens of artificial milks.

Introduction

The optimal feed for preterm infants weighing less than 1500 g
at birth is still hotly disputed. Whereas the report of the Depart-
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ment of Health and Social Security's Working Party on Human
Milk Banks' suggested that banked human milk is generally
agreed to be the best feed for these babies, opponents maintain
that the use of such milk is little short of dangerous.2 Questions
regarding bacterial contamination, heat treatment of milk, and
the nutritional adequacy of expressed breast milk are raised
repeatedly. Manufacturers have responded by providing feeds
with alternative formulae, which need to be evaluated. To
facilitate this the growth of preterm infants receiving expressed
breast milk must be defined. As expressed breast milk has a very
variable composition, particularly with regard to its energy
content,3 any study would have little value unless some measure
of the volume taken and energy content of expressed breast milk
was made against which artificial milk formulae could be com-
pared. This paper reports the weight increments of babies
weighing less than 1500 g reared on breast milk, the energy
content of which was estimated using a creamatocrit.

Methods

All surviving babies born in or transferred to Nottingham between
February 1981 and February 1982 with a birth weight of less than
1500 g and a gestational age of less than 33 weeks whose mothers wished
to provide expressed breast milk were eligible for study. Babies were
excluded if total intravenous alimentation apart from dextrose alone
was required or if ventilation was required beyond the end of the first
week. The study was stopped in an individual baby when the baby was
discharged or transferred out of Nottingham or the predominant feed
was changed from expressed breast milk to an artificial milk.


