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Reply 

Dr. Yash Paul makes some very inter-
esting observations. I agree with his view 
that in our medical set up (where doctors 
act as masters and nursing staff as those 
who take orders) any criticism by the nurs-
es would not be appreciated by the doctors. 
One or both parents should be allowed to 
be present while procedures are being car-
ried out. The home remedy that he sug-
gests for neonates and infants certainly 
needs to be tried. Distraction techniques 

 
may work if one has time and patience. 
Most of us are short on both. In final analy-
sis it is a matter of attitudes and concern. It 
is so much simpler to give a prick quickly 
and get it over with! However, pricks and 
pain must be minimized for hospitalized 
children who often undergo prolonged 
treatment and are subjected to multiple 
injections, venesections and other proce-
dures. 

R.N. Srivastava, 
Consultant Pediatric Nephrologist, 

Apollo Hospital, New Delhi 110 019. 

  

 

Tobacco Use in Rural Indian 
Children 

I read with interest the recent publica-
tion on this subject(l). The statement "Data 
on tobacco use by rural children or youth 
in India are few and only recently 
available" is surprising. In 1987 in Indian 
Pediatrics a paper on "Smoking behavior of 
rural school boys" was published by us(2). 
Other papers on the subject in urban school 
boys were published in 1978 and 1980(3,4). 
These studies have specifically addressed 
the reasons for smoking among the school 
boys. 

Sunit Singhi, 
Additional Professor, 

Department of Pediatrics, 
Postgraduate Institute of 

Medical Education and Research, 
Chandigarh 160 012. 

REFERENCES 

1. Krishnamurthy S, Ramaswamy R, Trivedi 
U, Zachariah V. Tobacco use in rural Indi-
an Children. Indian Pediatr 1997; 34: 923- 
927. 

2. Singhi S, Broca JS, Mathur GM. Smoking 
behaviour of rural school boys. Indian 
Pediatr 1987; 24: 655-659. 

 
381 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



LETTERS TO THE EDITOR 
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Acute Bacterial Meningitis 

I read with interest the recent article on 
Acute Bacterial Meningistis (ABM)(1). 
However, the following aspects require 
further clarification: 
1. The authors have mentioned CSF CRP 

as nonspecific marker of CNS inflam-
mation. However, other workers have 
opined that CSF CRP is a valuable test 
for  diagnosis  of ABM.  In an earlier 
study(2) CSF CRP showed 100% sensi-
tivity and 96-100% specificity for diag-
nosis of ABM. They also mentioned that 
negative CSF CRP excludes pyogenic 
meningistis and concluded that patients 
with CRP detected in CSF should be 
considered to be having pyogenic men 
ingitis  unless  proved  otherwise.  CSF 
CRP being a simple, reliable and inex 
pensive test is recommended as a first 
step of investigation for rapid differen 
tiation   of   the   type   of   meningitis. 
Further, serial determinations of serum 
CRP has also been employed to monitor 
the course of ABM(3). Thus CSF CRP 
and serial serum CRP levels may be 
routinely recommended for rapid diag 
nosis and predicting the complications 
of ABM respectively. 

2. The foot note of Table 11 in their publica 
tion^)   states   "All   drugs   should  be 
given intravenously".  But Rifampicin 
(indicated  in ABM  due  to penicillin 
resistant S. pneumoniae) is available only 

 
 
 
in oral formulation so it has to be used 
either by Ryle's tube or orally if the 
patient is accepting. 

3. Regarding use of dexamethasone in 
meningitis due to Hib, it is to be 
remembered that timing of the first 
steroid dose is quite critical. In experi-
mental studies(4) it has been observed 
that if dexamethosone was given 1 hour 
after ceftriaxone then inflammation was 
reduced only moderately 'thereby fail-
ing to prevent sequelae. The dose and 
duration of dexamethasone use in ABM 
requires further clarification since one 
author(5) has suggested IV dexametha-
sone 0.5 mg/kg - first dose prior to anti-
biotics and subsequently just a dose or 
two doses more at the intervals of 6-8 
hours (maximum of three doses) while 
they(l) have advised 0.15 mg/kg every 
6 hours for 2-4 days. 

Ravi Goyal, 
581-A, Talwandi, 

Kota 324 005, 
Rajasthan. 
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