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and then cystectomy. He survived, but evidence of secondary deposits in the
lung were later found.

Both men worked throughout their lives on the production line of a major
car manufacturer. They never worked in the dye, rubber, tanning, or alu-
minium industries. Both were heavy cigarette smokers.

Comment

Epidemiological evidence for an association between bladder
cancer and exposure to B-naphthylamine and benzidine, which are
used in the manufacture of dyes, was shown conclusively by Case in
1954; recently it has been shown that workers in the manufacture of
dyes who also smoke are at the greatest risk.® Little industrial evidence
exists, however, to suggest that exposure to finished dyes is a cancer
risk, perhaps because they are used carefully and in dilute aqueous
solutions.® Chrysoidine has been manufactured and used for 100 years,
and there is no evidence to suggest that its industrial use has led to
an increased incidence of bladder cancer.* The two men reported on
here, however, had been exposed to high concentrations of chrysoidine
dye for a long period (24 years) under conditions that would be quite
unacceptable in industry.

That these two men were brothers as well as anglers might suggest
a genetic predisposition to bladder cancer, but I am unaware of any
evidence for an increased incidence in siblings. I must conclude,
therefore, that smoking and prolonged heavy exposure to chrysoidine
dye are the two factors most likely to have led to the development of
transitional cell tumours of the bladder in these two related cases.

I thank Mr D Farrar and Mr J] M O’Brien for allowing me to report on
their patients.
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Acquired platelet dysfunction with
eosinophilia

A bleeding disorder comprising non-thrombocytopenic purpura and
eosinophilia occurs commonly in children in south east Asia® but has
not been reported in other geographical areas or in non-indigenous
children visiting south east Asia. We describe a child who developed
the condition on returning to the United Kingdom after living in
Malaysia for two and a half years.

Case report

A girl aged 8} presented to her general practitioner with a three week
history of painless bruising, which had first occurred two weeks after her
return to the United Kingdom from Malaysia. Apart from having wide-
spread small ecchymoses she was well. A routine blood count showed normal
numbers of platelets (212 x 10°/1) associated with eosinophilia. She was re-
ferred to the haematology clinic for furtherinvestigation. There was no history
of ingestion of drugs, allergy, rashes, or respiratory symptoms. She was
habitually constipated and had not suffered from any gastrointestinal
disturbance while abroad. A sister aged 10 and a brother aged 34 were well
and asymptomatic.

Examination showed a fit child with scattered old bruises up to 2 cm in
diameter on the legs, arms, and back. There were no other abnormal physical
findings. Initial investigations showed haemoglobin concentration 12-1 g/dl;
white cell count 7-2X 10°/1 (absolute differential neutrophils 2:66 X 10?/1,
lymphocytes 2-80% 10°/1, monocytes 0-08 x 10%/1, and eosinophils 1-66X
10°/1); and erythrocyte sedimentation rate 4 mm in the first hour. A capillary
resistance (Hess) test gave negative results, a chest radiogram was normal, and

BRITISH MEDICAL JOURNAL VOLUME 289 20 OCTOBER 1984
three stools were negative for parasites, as were stools of her siblings. One
week later she had a new bruise 2-5 cm diameter on the forehead. Routine
coagulation tests, including prothrombin time, activated partial thrombo-
plastin time, thrombin time, and factor VIII assay, gave normal results. A
template (Simplate) bleeding time was 20 minutes. A normal platelet aggre-
gation pattern was found with adenosine diphosphate, ristocetin, and
adrenaline, but the platelets did not react with even high concentrations of
collagen.

Three further stools were examined for parasites after a purge with sodium
picosulphate. These tests, together with a Sellotape test and serological
examination for filariasis, schistosomiasis, and toxocariasis gave negative
results. Immunofluorescence tests for antibodies to cell nuclei, mitochondria,
smooth muscle, parietal cells, and thyroid microsomes gave negative results,
but immune complex concentrations were 62:7%, (normal 0-24%,). Serum
IgG, IgA, and IgM concentrations were normal. A further episode of
bruising occurred seven weeks after presentation, but three months later she
was completely asymptomatic, though unwilling to provide further blood
samples for analysis.

Comment

Acquired platelet dysfunction associated with eosinophilia is most
common in children® 2 ¢ and rare in young adults.® The condition has
a benign course lasting two to 12 months. Investigation usually shows
a prolonged bleeding time but negative Hess test results. The most
consistent defect of platelet aggregation is impaired endogenous
release of adenosine diphosphate with collagen,! ® but abnormalities of
adrenaline and adenosine diphosphate aggregation may also occur.! 2 4
Parasitic infection has been reported in up to 60%, of patients.!~* The
parasites most commonly identified are Ascaris, Enterobius, and
Ankylostoma.

Our patient showed the salient features of a syndrome that has
hitherto been regarded as peculiar to south east Asian children. Evi-
dence of parasitic infection could not be found at presentation or
subsequently. The cause of the condition is unknown, but finding an
increased concentration of immune complexes suggests a possible
mechanism. It is known that immune complexes may trigger the
platelet release reaction.® This could produce a “storage pool defect,”
the magnitude of which may be related to an increasing concentration
of immune complexes. This syndrome should be considered in
children with obscure bruising who have recently returned from
south east Asia.

We thank Dr P B A Kernoff of the haemophilia centre and haemostasis
unit, Royal Free Hospital, who recognised the relevance of our findings.
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Shredding of manuscripts

From 1 January 1985 articles submitted for publication will
not be returned. Authors whose papers are rejected will be
advised of the decision, and the manuscripts will be kept
under security for three months, to deal with any inquiries,
and then destroyed by shredding. Hence we would prefer
to receive for consideration photostats or copies produced
by word processor (see BMY¥ 13 October, p 942), though we
do, of course, still need three copies.
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Instructions to authors

The BM¥ has agreed to acceptmanuscripts prepared in accordance
with the Vancouver style' and will consider any paper that
conforms to the style. More detailed and specific instructions are
given below.

All material submitted for publication is assumed to be
submitted exclusively to the BM¥ unless the contrary is
stated. All authors must give signed consent to publication.
The editor retains the customary right to style and if
necessary shorten material accepted for publication.

Manuscripts will be acknowledged only if a stamped
addressed postcard or international reply coupon is enclosed.

Original articles are usually up to 2000 words long, with no
more than six tables or illustrations; they should normally
report original research of relevance to clinical medicine and
may appear either as Clinical Research papers or in the
Papers and Short Reports section. Short Reports are up to
600 words long, with one table or illustration and no more
than five references. Clinical case histories and brief or
negative research findings may appear in this section or as
Unreviewed Reports, which are 100 words long, contain no
tables or figures, one reference, and two authors’ names.
Papers for the Practice Observed section should cover
research or any other matters relevant to primary care.
Medical practice articles are mostly written by invitation, but
we welcome reports of up to 2000 words on the organisation
or assessment of medical work and on sociological aspects of
medicine. Talking Point articles are concerned with the
organisation, financing, and manpower of health services.
Contributions for the Personal View and Materia Non
Medica columns are always welcome and should contain up
to 1150 and 400 words respectively. Letters should normally
be of not more than 400 words, have no more than 10
references, and be signed by all authors; preference is given
to those that take up points made in contributions published
in the journal.

Any article may be submitted to outside peer review and
evaluation by the editorial committee as well as statistical
assessment. This should take four weeks but may take up to
six. Manuscripts are usually published within three months
of the date of final acceptance of the article.

Manuscripts, tables, and illustrations

Authors should keep one copy of their manuscripts for
reference. Manuscripts should be typed double spaced on
one side of the paper with a 5 cm margin at the top and left
hand side of the sheet. The pages should be numbered.
Three copies should be submitted; if the paper is rejected two
will be returned. The authors should include their names and
initials, their posts at the time they did the work, and no more
than two degrees each. Scientific articles should conform to
the conventional structure of abstract, introduction,
methods, results, discussion, and references. The abstract
should be no longer than 150 words and should set out what
was done and the main findings and their implications.

Drugs should be given their approved, not proprietary,
names, and the source of any new or experimental prepara-
tions should be given. Abbreviations should not be used.
Scientific measurements should be given in SI units, followed,
in the text, by traditional units in parentheses; in tables and
illustrations values should be expressed only in SI units, buta

conversion factor should be given. Blood pressure, however,
should be expressed in mm Hg and haemoglobin as g/dl.
Any statistical method used should be detailed in the
methods section of the paper and any not in common use
should be either described in detail or supported by refer-
ences. Tablesand illustrations should be submitted separately
from the text of the paper, and legends to illustrations should
also be typed on a separate sheet. Tables should be simple and
should not duplicate information in the text of the article.
Illustrations should be used only when data cannot be
expressed clearly in any other way. When graphs or histo-
grams are submitted the numerical data on which they are
based should be supplied. Line drawings should be in Indian
ink on heavy white paper or card, with any labelling on a
separate sheet; they may also be presented as photographic
prints. Other illustrations should usually be prints—not
negatives, transparencies, or x ray films; they should be no
larger than 30x21 cm (A4) and be trimmed to remove all
redundant areas; the top should be marked on the back.
Staining techniques of photomicrographs should be stated.
Either an internal scale marker should be included on the
photomicrograph or the final print magnification of the
photograph itself should be given. Again, any labelling should
be on copies, not on the prints. Patients shown in photographs
should have their identity concealed or should give their
written consent to publication. If any tables or illustrations
submitted have been published elsewhere written consent to
republication should be obtained by the author from the
copyright holder (usually the publisher) and the authors.

References

References should be numbered in the order in which they
appear in the text. At the end of the article the full list of
references should give the names and initials of all authors
(unless there are more than six, when only the first three
should be given followed by et al). The authors’ names are
followed by the title of the article; the title of the journal
abbreviated according to the style of Index Medicus (see “‘List
of Journals Indexed,” printed annually in the January issue of
Index Medicus); the year of publication; the volume number;
and the first and last page numbers. Titles of books should be
followed by place of publication, publisher, and year.
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