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Reply

We appreciate the interest in our arti-
cles(1) and would like to clarify the
queries raised in the letter.

1. CRP is mentioned as a nonspecific test
as it is a nonspecific marker of inflam-
mation and does not help to detect
specific bacterial antigen or diagnose
the specific causative agent of bacterial
meningitis as in the case of latex agglu-
tination or counterimmunoelectropho-
resis(2). A few studies have shown CRP
to be a diagnostic test for bacterial men-

ingitis(3,4). However, it is occasionally

positive in cases of tuberculous menin-
gitis also(3).

2. Rifiampicin can be given orally or intra
venously in a dose of 10 mg/kg 12
hourly(5). Absorption and peak drug
levels are same by both routes. Since in
travenous preparation is not available
in India, oral preparations can be used.
The incidence of resistant pneumococci
and their antibiotic sensitivity in Indian
population is not known. Most treat-
ment regimen for meningitis due to
resistant pneumococci are empirical.
Various combination strategies have
been employed to treat menigitis due to
resistant pneumococci. Some investiga-
tors have recommended addition of
rifampicin to vancomycin based on
experimental data(5). However, cur-
rently a combination of vancomycin
and third generation cephalosporin is

recommended. Meropenem is another
promising drug for resistant pneumo-
Cocci.

3. The dose of dexamethasone as men-

tioned in the article(l) is based on vari-
ous clinical trials(6,7) and recommenda-
tions of Committee of Infectious
Disease of American Academy of
Pediatrics(8). The recommended
dexamethasone  regimen is 0.6
mg/kg/day in four divided doses
given intravenously for the first two
days of antibiotic therapy(8).
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Umbilical Cord Blood Collection
With an Infant Feeding Tube

Hospitalized neonates undergo fre-
quent blood sampling and are commonly
exposed to transfusions. About 63% of all
neonates weighing < 2000 g require at least
one red cell transfusion(l). Medical compli-
cations associated with blood transfusions
include infections, sensitization to blood
components and graft versus host disease.

Placental vessels contain a quarter to a
third of cord blood at birth(2) which is now
being used for stem cell transfusions in
Fanconi's anemia, leukemia, thalassemia
major, sickle cell anemia and aplastic ane-
mia. The first premature infant who re-
ceived autologous cord blood transfusion
was reported by Ballin et al.{2). We report
an indigenously developed cord blood
collection technique which could have
wide applications.

Umbilical cord blood collection was
done at the Nowrosjee Wadia Maternity
Hospital. Cord blood was collected from
ten term infants delivered by elective ce-
sarean section. After delivery of the infant,
the cord was clamped at the infant end ap-
proximately 5 cm proximal to the umbili-
cus. The cord was compressed manually

384

between the thumb and index finger just
proximal to the clamp and cut between the
clamp and fingers. It was then cannulated
with a Fr 10 infant feeding tube to a dis-
tance of about 5 cm or more. The other end
of the infant feeding tube was connected by
a three-way stop cork to a sterile modified
blood collection bag(3) containing 25 ml
acid cirtrate dextrose and 1 ml preserva-
tive-free heparin. Blood was allowed to
flow by gravity into the transfusion bag.
On cessation of the flow, blood was aspirat-
ed from the placenta with a syringe at-
tached to the three-way stop cork and
flushed into the collection bag. When no
further blood flow was obtained, the collec-
tion bag was disconnected and sealed.

All the ten infants were delivered at
term by elective Cesarean section. The
mean birth weight was 3 kg (range 2.75 kg -
3.35 kg) and the mean cord blood volume
collected was 104.1 ml (range 80 ml-123
ml). Bacteriological studies did not yield
any growth in all the ten samples.

Our collection technique differs from
those reported by others(1,2,4,5) by being
an in utero collection of placental olood us-
ing an infant feeding tube instead of nee-
dles. An infant feeding tube was used to
ensure a continuous flow and to prevent
accidental pricking of the umbilical vein



