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In the original report of Bonham, Robinson,
and Macmahon,® 10 out of 12 patients studied
had plasma tyrosine values which were above
the normal range. Ilowever, in our study no such
clear-cut  distinction between the 2 groups
emerged. The results obtained on the 2 groups
of children overlapped so much that by com-
parison with the first examples of a probable
defect in tyrosine cataholism cited, we feel that
our results do not support the view that in
patients with fibrocystic discase there is a block
in tyrosine catabolism.

Because of the difliculty in comparing normal
children with children who have fibrocystic dis-
ease and who therefore have multiple problems,
only fairly substantial differcnces in variables
such as plasma tyrosine can be considered mean-
ingful. We feel that the dispute concerning the
im(’.rpr(‘t:niml of our results centers on our in-
appropriate  use ol the word “significant.”
Clearly we should have said that in the light of
previous research our results appeared to in-
dicate no meaningful difference between  the
plasma tyrosine levels of children with cystic
fibrosis and normal children. The word “mean-
ingful” should then have been interpreted only
with respect to a defect in tyrosine catabolism.

P. ZACK,

P. ROSS, R.T.,

D. A. APPLEGARTH, PH.D., AND
S. ISRAELS, M.D.
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Allergic reactions to tetanus tovoid

To the Editor:
I am a pediatrician who started private prac-
tice recently in Pasadena, Texas,
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In your May, 1968, issue, in the Editor's
Column, I read the article by Dr. Alex J.
Steigman titled “Abuse of tetanus toxoid,” and
in it I found a partial answer to the question
that motivates this letter,

Very often a pediatrician in his office or a
general practitioner or M.D. who takes calls
in the cmergency room of any hospital has
found patients with a laceration who need a
booster of DPT, DT, or tetanus toxoid, because
it has been more than a year since they have
had ene. Frequently they tell you that they are
allergic to tetanus toxoid. 1 know that sometimes
the reaction in a child could have been to
pertussis, but since you don’t want to run the
risk of giving the tetanus toxoid for fear of a
reaction, what would you advise to be the best
thing to do.

Would you please answer me by leter and if
you think that this question will help other
physicians or pediatricians, you muay want to
publish the answer in your JourNar.

RICARDO PEREZ-MARTIN, M.D.
3912 BROOK HAVEN
PASADENA, TEXAS 77504

Reply
To the Editor:

The question raised by Dr. Perez-Martin arises
with some degree of frequency in practice, This
is especially so when one is sceing a patient for
the first time and cannot be certain what is
meant by the history of an allergic reaction to
tetanus toxoid. Detailed questioning will some-
times help in deciding whether a true reaction
occurred and whether it was of some degree of
significance.  Often, however, the patient’s
memory is dim or he may be confusing local
soreness and redness at the site of a preceding
injection with an allergic reaction. An arbitrary
clinical judgment must then be made and no
reply in this letter can detail in a given instance
how one does this.

The other step required is equally vexing,
namely how to determine in a specific instance
whether a laceration represents a tetanus-prone
incident. Sometimes it will be extremely casy to
make this judgment one way or the other, but
again the decision in the end is always an
arbitrary clinical judgment. It will be remem-
bered that when one saw more instances of
clinical tetanus than one now does, a significant
number of patients gave no history of an injury
which could bhe specifically related to tetanus.
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Once the physician in attendance has made
up his mind that the incident represents a
tetanus-prone injury and, furthermore, that the
risk of a serious immediate reaction to tetanus
toxuidl is too great to take, he will have no choice
other than to administer tetanus immune globulin
(Human), thus relying on passive immunization.

It should be remembered that if the person’s
history of an allergic reaction to tetanus toxoid
is accurate, there is a strong likelihood that he
already has a high titer of circulating tetanus
antitoxin. The comment in the Editor's Column
referred to pointed out the association between
reactions and levels of circulating tetanus
antitoxin due to preceding injections of toxoid.

One would not like to have to rely upon
passive immunization every time an incident of
this sort arises. Six or eight weeks after its
administration, the tetanus  immune globulin
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(Human) will have entirely disappeared from the
circulation. The patient’s serum should then be
sent (o a State Health Laboratory for determi-
nation of antitoxin level. If indeed the individual
was allergic 1o tetanus toxoid, it will most often
be found that he has a high circulating level
which should give him adequate protection with-
out further boosters for a good many years.

Tt is remarkable that despite the ingenuity of
the modern age we have not managed to have
clear immunization records in the custody of pa-
tients at all times. The immunization cards
supplied by the American Academy of Pediatrics
properly used represent a step in the right direc-
tion.

ALEX STEIGMAN
MOUNT SINAIL SCHOOL
OF MEDICINE

NEW YORK, N. Y.
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