
Short
Reports

Fig. 1. Antero posterior view of the injured foot and
undisplaced fractures of the base of the fifth metatarsal
and a fracture of the accessory navicular are evident.

foot when he landed badly whilst practising long
jump.
He presented to the accident and emergency

department unable to weight bear and on examin-
ation a swollen forefoot on the medial side was
evident together with excruciating tenderness over
the base of the fifth metatarsal. Radiographs re-
vealed an undisplaced fracture of the base of the
fifth metatarsal and a fracture of a type 11 accessory
navicular (Fig. 1).
A factor to consider in the management of fractures

of these bones is the urgency with which the patient
wants to return to physical activity and surgery is
warranted if a trial of conservative immobilization
management has been unsuccessful.
The patient, who was treated with a non-weight

bearing Plaster of Paris cast for 6 weeks and made
a full recovery, illustrates how a previously symptom-
less accessory bone of the foot can cause significant
morbidity following sports trauma and that injuries to
these bones, albeit rare, must be considered when
managing foot injuries.
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Toxic shock syndrome after burns in children

Non-menstrual toxic shock syndrome (TSS) has
received little publicity compared with the form as-
sociated with tampon use. The care of children with
burns may be improved if all those dealing with
them (parents as well as professionals) were aware
of the clinical manifestations of TSS, to allow early
diagnosis and treatment.
TSS has a high mortality rate (15%)1 rising to

over 50% amongst patients with shock at presen-
tation.2 Although uncommon, accident and emerg-
ency (A&E) staff must be aware of the problem3'4
and the possibility that TSS can occur even after an
apparently trivial burn.5
To establish current practice we wrote to 39 A&E

departments (seeing more than 20000 patients a
year), a teaching hospital and general hospital in
each region, and also to children's hospitals with
A&E facilities asking the consultant in charge two
questions. Namely, (1) are your junior staff taught to
give advice about the early signs of TSS to parents
of children with a burn? and (2) do you have printed
advice about TSS to give to parents?
Twenty replies were received. Only one indicated

that their junior staff gave advice; this was sup-
plemented by an advice sheet which contained both
general advice and advice related to TSS.
We feel that A&E staff and parents should be

advised about the early signs of TSS and that the
most effective way to do this would be with an
advice sheet. This sheet should ask the parents to
bring back their child in the event of any of the
following:
(1) sudden fever (>39.5 C),
(2) gastrointestinal upset,
(3) breathlessness,
(4) sore throat/pharyngitis,
(5) skin problems,
(6) drowsiness or confusion,
(7) headache.
A&E staff should enquire specifically about the

manifestations listed above and also seek further
evidence of TSS6 for example:
(1 ) cardiovascular disturbance - tachycardia or68
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postural drop in diagnostic BP > 15 mmHg, systolic
BP < 5th centile;
(2) haematological disturbance - low haemoglobin,
leucopenia and thrombocytopenia may occur (not
necessarily together);
(3) biochemical disturbance - elevation to greater
than twice the upper limit of the reference range of
the following may occur: creatinine kinase, urea,
creatinine, AST or ALT;
(4) sterile pyuria;
(5) mucous membrane hyperaemia; and
(6) myalgia.
We hope to add this advice to the information cur-
rently given to parents in this department and wonder
if this should become more widespread.
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