
Bacterial superinfection in
chickenpox

Children are probably more susceptible

EDITOR,-In their lesson of the week about
bacterial complications of childhood chickenpox
Andrew J Pollard and colleagues state that there
have been no community based studies of
complications of chickenpox in Britain.' In a
hospital based study we reviewed the clinical
data on 222 patients with chickenpox (including
78 children) admitted to our infectious diseases
unit from 1989 to 1993.2 A third of the children
had appreciable secondary bacterial skin infec-
tion, and four of these had disease mediated by
superantigens (bacterial toxins that bind T cell
receptors at the variable part of the I chain away
from the conventional antigen binding site,
resulting in non-specific stimulation of large
numbers ofT cells). Only 17% of the 144 adults
had superinfection, and none had superantigen
disease. Of five children with eczema, one (who
was taking topical steroids) developed secondary
skin infection. Six children developed bacterial
chest infections, including one with sickle crisis.
Of seven asthmatic children, two had pneumonia
and one had pneumonitis.

Pollard and colleagues proffer explanations for
the increased propensity to invasive streptococ-
cal infection after infection with varicella zoster
virus. The lesions of chickenpox predispose to
bacterial skin infections, and children are
probably more susceptible than adults as they
may not have acquired protective antibodies. We
suggest that the expression of staphylococcal and
streptococcal superantigens is more likely to
occur in patients with chickenpox than in those
with a simple bacterial infection. Perhaps the
microenvironment of vesicles enhances the
expression of superantigens, the effect of this
being exacerbated by immune impairment
mediated by chickenpox.

Pollard and colleagues point out that the
association of chickenpox with toxic shock has
been largely neglected in standard texts. In our
experience it is not an uncommon complication,
and it is discussed and illustrated in one of the
recent standard texts3.
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... but it can occur at any age

EDrroR,-In their lesson of the week Andrew J
Pollard and colleagues report 13 cases of severe
bacterial infection associated with infection with
varicella zoster virus.' While such infection is the
commonest cause of morbidity related to
chickenpox in otherwise healthy children, it is
uncommon in adults.2 3 We report our recent
experience of chickenpox complicated by necro-
tising fasciitis and the toxic shock syndrome in a
32 year old man.
A previously fit white man, who had no under-

lying immunodeficiency, was admitted to hospi-
tal a week after the onset of clinical chickenpox,
which he had acquired from his young son.

Initially stable, he rapidly developed high fever
and hypotension, with an area of spreading
erythema and central skin necrosis on the
anterior chest wall. He was transferred to the
intensive care unit, where he required haemody-
namic and ventilatory support. He was treated
with high dose benzylpenicillin, clindamycin,
metronidazole, and high dose acyclovir and
underwent radical debridement ofthe chest wall.
The necrotic skin was stripped down to the pec-
toral fascia and appeared healthy. Blood cultures
and swabs from the chest wall grew group A
streptococci, which were sensitive to penicillin
and clindamycin. Electron microscopy yielded
negative findings for herpes virus particles, but
results of serological tests for varicella zoster
virus were consistent with acute primary
chickenpox.

Despite aggressive management the patient
deteriorated inexorably over the next 36 hours,
with generalised erythema, renal failure, worsen-
ing lactic acidosis, the adult respiratory distress
syndrome, and hypotension unresponsive to
maximal inotropic support. He died 72 hours
after admission. The features of multiorgan
failure in association with isolation of group A
streptococci are compatible with the streptococ-
cal toxic shock syndrome.4
The fulminating course of sepsis due to group

A streptococci seen in this patient has been
well described in young children with chicken-
pox but is rare in adults with the disease (in
whom chickenpox pneumonitis is the most
important cause of morbidity and death2). We
agree with Pollard and colleagues' conclusions
about the potential severity of bacterial superin-
fection in chickenpox and emphasise that this
complication can occur at any age.
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Demand for donated eggs by
ethnic minority groups exceeds
the supply
EDITOR,-Egg donation is an established fertility
treatment for a variety of indications. The main
limiting factor is the supply of donors, although
the shortage may be confined to southern
England.' In the 1991 census ethnic minority
groups comprised 5.5% of the British popula-
tion, but egg donors who are not white are rare.
We determined what in vitro fertilisation clinics
in the United Kingdom were offering recipient
couples from ethnic minority groups and
whether women from these groups were
donating their eggs.
The 46 licensed egg donation clinics in the

United Kingdom were telephoned and asked
what they would offer couples requesting egg
donation who were not white and had not got
their own donor, how many recipient couples

from ethnic minority groups they had seen over
the past two years, and how many anonymous
egg donors had been recruited from ethnic
minority groups during this time.
Twelve of the 46 clinics would offer a recipient

couple from an ethnic minority group eggs from
a white donor after counselling, and a further five
would arrange eggs from a white donor for an
Asian couple but not for a black couple. Three
units would offer free in vitro fertilisation to
women who were not white in exchange for half
of their eggs. Only 17 women from ethnic minor-
ity groups had volunteered to become anony-
mous egg donors in the past two years, whereas
274 such couples had requested egg donation.
This survey shows that the demand for eggs

from donors who are not white exceeds the sup-
ply available. Clinics are looking for alternative
solutions. The use of eggs from white donors for
recipients who are not white is offered by over a
third of the clinics. This situation may be a
second best option as it is unclear whether
children born as a result of such donation would
be fully accepted into their communities.

Offering free in vitro fertilisation to couples
from racial minority groups in exchange for
some of their eggs may be an acceptable option.
Concerns have been raised, however, about how
the donor couple would feel should their own
treatment be unsuccessful.
The solution is to increase recruitment of

donors from the recipient couple's community.
Recipients usually wish to maintain
confidentiality and cite this as their reason for
not bringing their own donor. Recruitment could
be improved through posters in an appropriate
language; a clinic could act as an intermediary by
contacting a sympathetic community leader, and
it could also increase the general awareness of
the public through the media.

In the future, techniques such as oocyte freez-
ing and in vitro maturation of oocytes may obvi-
ate the need for egg donors. For now, however,
egg donation clinics need to develop strategies to
increase the awareness ofthe need for egg donors
among all racial groups.
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Laparoscopy does have a role in
tuberculous peritonitis
EDTOR,-We question a statement made in the
discussion of the Grand Round on tuberculous
peritonitis.' H J F Hodgson states that, "other
things being equal, a trial of antituberculous
treatment [rather than laparoscopy] is justified";
this comment is based on anecdotal experience
of one patient who died when laparoscopy led to
a laparotomy. The stated reason for Hodgson's
concern is that "If one has multiple matted
pieces of bowel, the process ofperforming a peri-
toneal biopsy at laparoscopy is itself hazardous."

In a report by one ofus JH) 22 patients who had
tuberculous peritonitis underwent laparoscopy and
peritoneal biopsy; there were no deaths and few
complications.2 In a review Marshall commented
on four reports on a total of 110 patients who
underwent laparoscopy for peritoneal tuberculosis,
with no deaths.3 The procedure is not, however,
without risk, and occasional deaths have been
reported,4 s although these seem usually to have
been associated with complicating factors.
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