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Fig. 2 Coronal cross-section: dilated lateral and third
ventricles; the needle is visiualised, penetrating the right
lateral ventricle (arrow).

immersed in an antiseptic solution (HAC 5 % in alcohol)
for 10 minutes. The transducer is positioned on the great
fontanelle so as to obtain coronal cross-sections. In this
position the tip of the needle penetrates the skin at the
lateral margin of the fontanelle. As the needle path and
the ventricular structures are visualised on the screen
(Fig. 1), the needle is accurately directed into a selected
area of a lateral ventricle (Fig. 2). When the ventricle is
reached, the stylet is removed and ventricular fluid is
obtained.
As the puncture is performed from beside the trans-

ducer, the distance between the lateral edges of the
fontanelle has to be at least 2 cm. Using this method of
guided ventricular tap, the puncture is performed in the
scanning plane. Not only can the needle be guided
accurately but its penetration through the brain into the
ventricle is continuously monitored. With this method
adjustment of the direction of the puncture is no longer
necessary.
We are convinced that ultrasonic guidance of ven-

tricular punctures will make the procedure safer and will
be more widely applied in the near future.
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Percutaneous alcohol absorption and
skin necrosis in a preterm infant
Sir,

It is with interest that we read this case report,' since
during the last year we have had 5 infants with similar

problems. Each was under 1000 g birthweight and each
developed evidence of skin necrosis about 15 to 30
minutes after umbilical artery catheterisation. Two such
babies weighing 720 and 900 g subsequently died (Figure).

Figure Two ' babies: showing skin necros.

Figure Two preterm babies show,ing skin necrosis.
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Although the lesions did not show a vascular distribution,
they did seem to be related to the level of the arterial
catheter, which was above the diaphragm in both
infants.
The disinfectant solution used by us was 0-5%

chlorhexidine in 70% spirit. This same preparation is
used in our neonatal unit for all procedures-such as
lumbar punctures, insertion of silastic catheters in
preterm and term babies but in none has there been
evidence of skin necrosis. A high blood alcohol level as
found by Harpin and Rutter' is not an adequate sole
explanation for these lesions. It, therefore, seems likely
that both vascular2 as well as local factors3 may be
involved.
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Dr Rutter comments:

I am sure that skin necrosis associated with umbilical
artery catheterisation is unrelated to the catheter itself;
indeed, it has been described with attempted but failed
catheterisation.3 Dr Al-Jawad's 0.5% chlorhexidine in
70% spirit is the culprit. It evaporates from exposed skin
during most practical procedures but during umbilical
artery catheterisation it tracks down the baby's abdomen
and soaks into the underlying sheet. The back and
buttocks are thus in contact with alcohol which cannot
evaporate and therefore damages the immature skin. By
contrast, the umbilical region where the solution was
originally applied is unaffected because the alcohol
evaporates quickly.

If Dr Al-Jawad and his staff abandon the use of
chlorhexidine in spirit and change to the equally effective
aqueous solution, I think they will see no further cases of
haemorrhagic skin necrosis in the extremely preterm

infant. This has been our experience and, anecdotally,
that of several other neonatal units in the UK.

Rickets in low birthweight infants
Sir,
The article by McIntosh et al.1 described a high incidence
of rickets in very low birthweight infants despite high
dose ergocalciferol supplementation. Reference was made
to our recommendation that plasma alkaline phosphatase
activity could be used as a screening test for rickets in
preterm infants.2 It would be incorrect to suggest that the
PAP activity in their patients was lower than that reported
by us, or that our recommended levels for screening
were too high. Plasma enzyme activities can be interpreted
only in relation to the corresponding reference range for
the method. In our paper we stated that a value of up to 5
times the upper limit of the adult reference range may
be normal, while that at 6 times this value an x-ray film
should be performed to exclude rickets. Although
McIntosh et al. do not quote a range, the upper adult limit
for their method approximates 110 U/I at 370C and
therefore all the patients with rickets in their report had
values greater than 5 times this limit.
We suggest that plasma alkaline phosphatase activity

should be expressed as a multiple, or ratio, of an easily
established and verified value such as the upper limit of
the adult reference range for the laboratory concerned;
this would then allow for methodological and between-
laboratory variation and enable the experiences of
different centres to be compared.
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