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available). The convulsions were controlled
with IV diazepam. Within a few minutes of
IV administration of neostigmine, his pulse
rate dropped to 130/min and he passed
urine. Pupils remained dilated and fixed. A
repeat dose was administered after 8 as his
symptoms recurred. By 18, his general con-
dition stabilized and pupils become slug-
gishly reactive but remained dilated. After
48 h of hospital stay and confirming
nonprogressive stage I ROP, he was
discharged. The child is now 6 months old
and doing well with normal vision and
development. '
Discussion - .- ! .., 51 ALY e

Unusual seusitivity to therapeutic doses
of atropine is rarely encountered. Factors
predisposing to increasing sensitivity in-
clude Down’s Syndrome, hot and humid
climate, children less than one year, para-
Iytic ileus and bronchial asthma. Atropine
Sulphate intoxication lcading to convul-
sions and coma have been reported with
doses of 0.09 mg/kg and death has resulted
from a dose as low as 0.2 mg/kg.(1) Atro-
pine toxicity from oral administration of
atropine  methonitrate  (Euemydrin)
drops(2) and as a result of use of homa-
tropine and atropine sulphate drops and
ointment(3) has been reported. Following
ophthalmic application, absorption may
occur through conjunctival sac or following
swallowing of drops after it tracks down
through the nasolacrimal duct(3). The
treatment is symptomatic and physios-
tigmine may be used in doses of 0.5 mg to a
maximum of 2 mg(1,2).

In our case, atropine toxicity resulted
from a dose of 0.25 mg/kg but recovered
completely. With improving neonatal care,
opthalmic examination for detecting
retinopathy is being more frequently done
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in India. We feel that atropine prepara-

tions should be used with caution especially
in premature infants.
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The diagnosis of hydatid disease is of-
ten not considered in children, particularly
in nonendemic areas. The initial diagnosis
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may also be missed when a patient presents
with abdominal infestation or solitary cysts
in lungs(1).

Hydatid disease 1s caused by the
parasites E. granulosus and E. multilocu-
laris. Of the two, the former is believed to
be more commonly responsible for causing
the human disease. The common sites
of involvement include liver and lungs,
although involvement of other organs
like kidney and pleura has also been
reported(2,3).

Material and Methods

To analyse the spectrum of hydatid dis-
case in children in Ludhiana, case records
of 8 children admitted over a period of 10
years (1979-1989) were reviewed (Table I).

All patients belonged to the state of
Punjab; 38% were females. The mean age
- was 9.5 years (range 6-12 years). Six chil-
dren presented with abdominal mass and
two had respiratory symptoms, cough and
chest pain, and one had hemoptysis also.

All 6 cases with abdominal symptoms
had hepatomegaly. Liver enlargement
ranged from 3 to 5 cm below the right
coastal margin in mid clavicular line and
was firm in consistency. In 2 cases cystic
masses could be felt over the enlarged sur-
face of liver. There was no ascitis in any
case. In respiratory cases, crepitations were
heard in the affected side, along with
diminished breath sounds.

Case No. 7 had coughed out a whitish
membrane, which was histopathologically
confirmed to be part of the wall of a
hydatid cyst.

Investigations revealed TLC ranging
from 8000 to 25,600/cu mm. Absolute eo-
sinophil count ranged from 372 to 3480/cu
mm with a mean of 1472/cu mm. Casoni’s
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test was positive in 4 out of 7 (57.1%).
X-ray chest was helpful in the diagnosis of
hydatid disease of lung, whercas ultra-
sonography was the most effective tool for
the pre-operative diagnosis of hydatid dis-
ease of liver. A combination of various in- -
vestigations including Casoni’s test, X-ray
chest and ultrasonography helped in mak-
ing an accurate pre-operative diagnosis in 6
patients while in 2 cases accurate diagnosis
could not be made till the time of explora-
tory laparotomy.

Operative findings confirmed the in-
volvement of liver in 6 and lungs in 2 cases.
Three out of the 6 cases with liver involve-
ment had multiple hydatid cysts. Case No.
8 had secondary bacterial infection of the
cyst.

All patients were discharged in a satis-
factory condition. The mean duration of
hospital stay was 229 days (range 9-72
days).

geo 2. Ji’ - foAT
Discussion

Hydatid cyst is known to remain dor-
mant for a number of years; however, when
it begins to grow, the average rate of
growth may be 2-3 cm per year(4). The
rate of growth is dependent on the resis-
tance of the host tissues and is, therefore,
more in lungs than in liver.

The incidence of Echinococosis in chil-
dren peaks at the age of 10-12 years and
the sex distribution is equal(5-7). In the
present series, the males were slightly
more which may be because of gender
discrimination.

Successful pre-operative diagnosis de-
pends upon a high index of suspicion. The
once popular Casoni’s test is now consid-.
ered unreliable. However, ultrasonography
has greatly facilitated the pre-operative
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diagnosis of hydatid disease, in addition, it
provides valuable information regarding
daughter cysts which would not be picked
up on clinical examination alone(1). X-ray
chest plays a significant role in the diagno-
sis of pulmonary hydatid cysts. Certain se-
rological tests like electroimmunophoresis
and indirect hemagglutination provide a
significant contribution to the diagnosis(8).
An enzyme linked immuno sorbent assay
has recently been described to give a 95%
diagnostic accuracy and a 95.1% serologi-
cal differentiation between the cystic and
alveolar forms of the disease(9).

Surgical treatment is by far the conven-
tional and time tested therapy in hydatid
disease. Ennucleation is the treatment of
choice because of its safety and technical
case, although long hospital stay and
post operative complications like infection
of the residual cavity have been
reported(5,7,10).

Mebendazole has recently been used in
the post operative management of hydatid
cyst(8,10). The cyst wall is permeable to
the drug but since the solubility in water is
poor, high doses are necessary to reach
effective levels. The preliminary reports of
albendazole show good promise; more so
in the management of multiple hydatid
cysts and those with peritoneal
seedlings(13).

It is concluded that although not very
common in children, hydatid discase needs
to be considered in the differential diag-
nosis of hepatomegaly and in children
presenting with cystic shadows on chest
radiograph. Casoni’s test not only gives
false negative results but also is difficult to
perform at times due to technical reasons.
Ultrasonography remains a useful tool in
diagnosing and localising the cyst.
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