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Medical 
dangers 

of 
daycare 

Dr. Robert 

Thinking about the words "day care" carried me back almost 40 years 
to my high s chool European History course where I learned (as stu
dents still learn today) that the Holy Roman Empire was neither 
holy nor Roman nor an empire. Similarly "day" care often begins 
and extends, particularly in winter, into the hours of night. The 
danger of diseases documented in this issue of my Newsletter, as 
well as the risk of meningitis and psychologic damage I have pre
viously brought to your attention (People's Doctor, Vol. 3, No . 1) 
throws considerable doubt on the quality of "care"--unless we are 
to use that word as do rival street gangs, "We're going to take 
care of you!" 

Mendelsohn I hope every parent of a child in a daycare facility will 
make sure the doctor knows that important information whenever the 

child, his brothers and sisters, mother, father, or other family member becomes 
ill with any infectious disease. Insist in these cases that your doctor and the 
health department investigate that daycare center. You also might ask your doc-
tor to spend a little time lobbying for government breaks for parents (higher tax 
exemptions for dependents, children's allowances as in Canada, etc., etc.). After 
all, your doctor and his colleagues spend a lot of time and money pressuring local 
and federal government for compulsory health measures (silver nitrate drops, i mmuni
zations, fluoridation, mandatory hospital births, etc.). Maybe they can better 
inves t that time and money to help keep children a t home with their mothers and away 
from institutiona l daycare . 

My loyal readers are aware of my long-standing opposition--from a 
medical standpoint--to daycare centers. My position has received major 
support from the Journal of the American Medical Association (January 7, 
1983) which carried a report from the Centers for Disease Control describ
ing an epidemic of hepatitis in some Arizona daycare centers. 

The Maricopa County Health Department (Phoenix, Arizona) had reported 
an incidence of epidemic hepatitis 10 times the national average, much of 
it being fo cused in daycare centers. Thirty-one percent of the hepatitis 
cases resulted directly from daycare hepatitis outbreaks. An average of 
eight outbreaks occurred each month among the 300 daycare centers in the 
county, and intervention programs to stop the epidemics were put into 
effect at 91 of the 300 daycare centers. Sixty centers "with diapered 
children younger than three years (infant-toddler centers)" had new out
breaks. Seventeen centers with children older than two years (preschools) 
had new outbreaks. 
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A subsequent decrease in the number of hepatitis cases ensued, which 
the doctors attributed to immunoglobulin shots given to the children and 
the personnel. At the same time, however, the county initiated an educa
tional workshop in ~.,rhich daycare directors and staff were taught hygienic 
and sanitary measures to reduce hepatitis transmission (such as hand
washing between changing diapers and serving food). 

The editorial in the same issue of J~MA refers to such daycare cen
ter infections as "reminiscent of the pre-sanitation days of the 17th 
century.' ' The editorial notes that, at last count, 11 . 4 million young
sters are in daycare. It concludes that "Daycare-associated outbreaks 
of hepatitis A are only the tip of the iceberg .... " 

Ten different kinds of germs (including giardia, shigella, salmonella, 
rotavirus, E. coli, E. histolytica, and adenoviruses) have been isolated 
from children, employees and household contacts, according to two investi
gators who wrote an article entitled, "Diarrhea in Daycare Centers" (Pedia
tric Infectious Diseases, 1982). During the first five weeks of enroll
ment in a daycare center, a child experiences an average diarrheal attack 
rate of 25 percent. If he remains in the same center, this declines to 
10 percent in subsequent weeks. However, if he enters a new center, he 
runs the same 25 percent risk of having diarrhea again, according to three 
investigators whose article, "Handwashing to Prevent Diarrhea in Daycare 
Centers" was published in The American Journal of Epidemiology, 1981. 

After citing the above reports, the JAMA editorial suggests certain 
reasons why daycare centers are so dangerous: 

1) Daycare proprietors operate a labor-intensive, loosely regulated 
custodial-educational business. On any day, they serve more meals and 
snacks than do many restaurants in the same town. Yet they have little 
preparation or training for food-handling operations. 

2) Children enter, exit, and re-enter daycare in an erratic traffic 
pattern. This insures maximum mixing of infected and susceptible children. 

3) Children under six years of age are "ideal hosts" for viruses 
that affect the gastrointestinal and the respiratory tracts. While some 
children may show symptoms, typically they are asymptomatic carriers of 
infections that are symptomatic for adults. 

4) Children in diapers present many opportunities for transmission 
of germs from the feces to the mouth . Toddlers--age two to four years-
have been clocked at putting a hand or object into the mouth every three 
minutes. 

5) Daycare personnel develop a casual, tolerant attitude toward fre
quent lapses in sanitary routines . 

6) Health departments tend to accept little clearcut responsibility 
for daycare operations. Regulations vary between states, and funds are 
inadequate for proper enforcement. 

7) For many gastrointestinal infections (such as giardiasis), little 
immunity is developed. Thus, cycles of re-infection are perpetuated . The 
editorial refers to a report (American Journal of Obstetrics and Gynecol
~· 1981) of two pregnant women who were hospitalized with severe weight 
loss ana dehydration from giard i asis , a germ acquired from their own day
care-attending children. 

In addition to the risks of daycare listed in the editorial, I would 
add the tendency of daycare center workers, pressured by the need to care 
for children of working mothers, to allow children who are already ill to 
remain in attendance. 

Aside from obvious recommendations, such as working to improve health 
department inspections, what is a parent to do? 

First, since daycare has now become so widespread, one of the first 
questions to be asked if your child becomes ill is whether he could have 
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Q 
A 
Tofranil 

for 
bedwetting 

Q 

picked up the infection in a daycare center. Parents who develop infec
tious disease must question whether the source of that infection lies in 
their own children who are in daycare. If possible, you should spend some 
time in your child's or grandchild's daycare center. Watch how carefully 
the caretakers change the diapers. Do they wash their hands both before 
and afterwards? Are there plenty of available sinks, towels, and soap? 
How carefully do they prepare infant formula bottles and food? Do they 
wash their hands before and aft erwards? 

Despite the modern trend to full-time jobs outside the home for women, 
if children are cared for by other than their blood relatives in other 
than their own home, real problems can present themselves . From a medical 
standpoint, daycare is a risky business. If it is to be safe, it is a 
very costly business. We are now paying part of tha t cost in terms of 
health and lives of our babies and children. The surge of women into the 
marketplace has led to a dangerous tendency to sweep the medical problems 
posed by daycare under the rug. 

It's time to face the hard questions. The First International Sym
posium of Daycare-Center-Assoc iated Infections is planned for June, 1983 
in Minneapolis. Perhaps the highest priority on the agenda of this sym
posium should be whether it might not be more economical for our country 
to pay those mothers who must work to stay instead in their own homes 
and take care of their own children. 

My five-year-old granddaughter has an enuresis problem. Her doctor now 
advises a pill for this problem. I disapprove of this, and I wonder what 
else could be done to help her. 

This is a caring, high type family. Her older brother and sister 
had none of these problems, and it is not hereditary. 

Please, please help.--Mrs. H.S. 

As a concerned grandmother, you have a right to disapprove of the medica
tion your granddaughter's doctor has prescribed for her bedwetting . But 
your responsibility does not end there. You must find out the name of the 
drug, look up the side effects, and then confront the child's parents with 
this information. If this new knowledge upsets them as much as I predict 
it will (at least one such drug--Tofranil--can cause death), their next 
move is to visit the doctor--along with you--and to ask him for less deadly 
measures of dealing with bedwetting. If you want to do your own research 
and learn about hypnosis, food allergies, magnesium supplements, cinnamon 
bark, honey, and Shiatsu acupressure techniques for bedwetting, read Mark 
Bricklin's "The Practical Encylopedia of Healing," (Rodale, $12.95). 

My nine-year-old son wets his bed at night. I have read articles which 
say this condition may be due to food allergies, to metabolic reactions 
to foods, and to mineral deficiencies. But my doctor doesn't believe any 
of these theories are valid, and he has recommended 25 to 50 mg. of Tof
ranil before bedtime. He says there are no side effects. 

I'm very afraid to give my child this drug, and I feel that every 
drug has side effects. How do I best help my child?--Mrs. F.J . 
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A 
Side effects 
of Tofranil 

You certainly should be afraid to give your child Geigy's Tofranil! I 
hope you (and every mother who receives this prescription for her child's 
bedwetting) carefully read the prescribing information for this drug whose 
first indication is depression (for which it is widely prescribed in men-· 
tal hospitals). I predict you will be surprised to discover that the side 
effects include high blood pressure, hallucinations, confusion, agitation, 
anxiety, insomnia, nightmares, seizures, drowsiness, fatigue, headache, 
urinary retention (!), bone marrow depression, swelling of the testes, and 
enlargement of the breast in males. A special warning about using Tofranil 
in children states, "Safety of long-term chronic use has not been established.11 

Since you are going to a doctor who tells you this dangerous drug has 
no side effects, why should you accept his opinion on non-chemical ap
proaches to bedwetting? Plenty of eminent physicians around the country, 
including Chicago's Dr. Theron Randolph and Dr. Marshall Mandell of Nor
walk, Connecticut, can give you all the advice you need about the role of 
food allergy and other environmental factors in bedwetting. 

Q My four-year-old son wets the bed every night. I want to help him, but 
I don't know what the problem is. Is there a nutrit ional approach I can 
take?--Concerned Parent 

A 

Q 

A 
Causes of 

bedwetting 

There are plenty of nutritional approaches to bedwetting. Lendon Smith, 
M.D., suggests that bedwetting may be related to excessive sugar consump
tion. Paavo Airola recommends vitamin-mineral supplements and herb teas. 
John Gerrard, M.D., excluded common allergenic foods (cow's milk, dairy 
products, chocolate, cola drinks, eggs, citrus fruits and juices, and 
tomatoes) in 25 children. Five stopped wetting altogether, and six 
showed marked improvement. 

Congratulations on exploring these pathways rather than the con
ventional medical route of antidepressant drugs, x-rays, and cystoscopy. 

Our 12-year-old son is a bedwetter. While there seems to be no real 
pattern to his wetting, it does seem to get worse during the school year 
which leads me to think it might have something to do with his nerves. 
Although he could be a good student, his poor reading affects his abil
ity to do well in other subjects. He's a sound sleeper; if I get him 
up within a couple of hours after he goes to sleep, he generally doesn't 
wet. I do not believe in restricting his fluid intake since I think he 
should drink when he seems to need it. 

What information do you have on bedwetting? What do you think of 
"pads with bells" and of the companies Pacific International and Stan
ford Professional Center? I heard a drug mentioned on TV, but I didn't 
catch its name.--N.N. 

Your letter raises a number of questions. First, has your son had a 
physical exam and an examination of his urine in order to exclude the 
possibility, although remote, of organic disease? Second, have you 
looked into the possibility of environmental allergies, especially in
tolerance to certain foods, that may be responsible for both the bed
wetting and his poor reading? Third, since it becomes worse when he is 
in school, have you talked to his teachers? 
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Q 

A 
Coping 

with 
bedwetting 

Mistaken 
rabies 

diagnoses 

I agree with you on the dubious value of restricting f luid intake, 
and I would advise great caution before using the commonly prescribed 
drugs for bedwetting, all of which may have both minor and serious side 
effects. While many patients have benefitted from the alarm systems 
which have been around for decades, you should judge any other approaches, 
whether they carry the name Pacific (or Atlantic) or Stanford (or any other 
university) by the criteria I have just outlined. This approach will pro
tect you and your son from the most dangerous complication of bedwetting 
--i.e., damage from treatment. 

My daughter is six years old. Her health is excellent, and she is a lovely 
child. But how should I handle her nightly bedwetting? 

So far, we have kept her in diapers because I feel it's terrible 
for a young child to sleep in a wet bed. I don't want to resort to 
drugs or appliances unless I'm convinced they work, and from the little 
I've been able to find out from other parents, they don't. 

My child is not punished for wetting, and she is not at all bothered 
by it. She even takes her diapers along when she stays overnight at a 
friend's house. 

Doctor, what do you think her prognosis is? How long will this bed
wetting continue? How else should I approach the situation?--K. W. 

It's a pleasure to hear from a mother who is handling a difficult situa
tion with such intelligence. You might have listened to the advice of 
experts who are eager to prescribe such remedies as electrical devices, 
pills, cystoscopy, and psychiatry. 

Instead, you have managed to influence your daughter with such 
finesse that she is able to cope adequately with an overnight stay at a 
friend's house, a challenge that often assumes gargantuan proportions for 
children with bedwetting problems. 

I congratulate you most of all because you have avoided all the 
wrong approaches to a condition in which some treatments are more dis
abling than the enuresis itself. 

Check with family members to see if they had similar problems (fam
ilial aspects are common in bedwetting), and see how long it took them 
to outgrow it. Bedwetting at six years is not all that unusual, and the 
vast majority of children so afflicted has dry beds within a short time. 

Is your family physician satisfied with your child's condition? 
Has he taken simple urine tests, which have proved negative? If so, 
heed his advice and continue to behave just as you have toward your 
child. (Reprinted from Vol. 3, No. 5.) 

I hope every newspaper in the country carried an article about the 
serious mistakes made by the Illinois Department of Public Health which 
incorrectly diagnosed rabies in 10 dogs and cats in the Chicago area. 
As a result, some purebred poodles had to be destroyed, more than 100 
people had to submit to dangerous rabies shots, and tens of thousands 
of dollars were spent on unnecessary medical and veterinarian bills. 

The public health doctors tried to cast the best possible light on 
this situation by first claiming that they had no reason--at the outset 
--to doubt the laboratory results. This surprises me, as it should sur-
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prise you and everyone else who knows the low rate of rabies and the high 
rate of laboratory error of every test. 

The doctors' second defense was, "We would rather err on the side of 
precaution." That means these doctors, just like the rest of us, are 
aware of the danger of rabies. However, these particular doctors did not 
consider the risk of the rabies vaccine. They did not tell the public 
about the dangers of anaphylactic shock, nerve paralysis, and other pos
sible serious reactions to the human diploid cell vaccine (HDCF), the 
almost one per cent rate of anaphylactic shock from the duck embryo vac
cine (DEV), and the 1/2000 rate of nerve paralysis in nerve tissue vac
cines which are not licensed in the United States (but which are avail
able in many areas of the world). Nor did they publicly discuss the 40 
per cent allergic reaction rate from the anti-rabies serum (ARS). Err 
on the side of caution indeed! 

The doctors: third line of defense was that the Centers for Disease 
Control had confirmed the state's preliminary diagnosis in some of the 
animals when the CDC repeated the test. Thus, the Centers for Disease 
Control followed the same unfortunate pattern it established with the 
swine flu vaccine fiasco and the fumbling of Legionnaire's Disease, 
proving once again that you can no more depend on federal laboratories 
than you can on state laboratories. 

The fourth, and most astounding, position of the doctors was, "There's 
really nobody at fault.'' This statement is in a league with such medical 
proclamations as "These things happen," and the ever-popular, "It's one in 
a million." 

What do we learn from this? First, if you are involved in a rabies 
case, be highly suspicious of the diagnosis. Ask the doctors what the 
error rate of the test is. Determine how many laboratories have re
checked their findings. Ask whether the laboratory diagnosis fits in 
with the epidemiologic evidence. In the Chicago area, the first suspi
cions that something was wrong with the diagnosis arose because the rabies 
cases were widely scattered. (Ordinarily, animal rabies cases appear in 
neighborhood clusters because of the contagious nature of the disease.) 
Second, do not restrict your suspicion of state and federal laboratories 
exclusively to the disease of rabies. Question their diagnostic ability 
to accurately identify cases of measles and chicken pox and rubella and 
mumps and whooping cough and meningitis and leptospirosis and San Joa
quin Valley Fever and Japanese River Tsutsugamushi Fever. Third, begin 
to question the public health ability of state and federal government 
doctors in general . 

Some may object that this kind of attitude will destroy the public's 
confidence in public health physicians. While I agree, let me point out 
that there is a very simple method of restoring that confidence. The 
parties who made the mistake--principally the Illinois Department of Pub
lic Health and the Centers of Disease Control--should promptly and fully 
compensate the victims of their mistake for the needless risk they took 
when they accepted the vaccine and for the financial loss and emotional 
trauma they suffered personally, as well as that caused by the destruction 
of the beloved pets. And a full investigation should be carried out (and 
not by other doctors!) to precisely identify the parties responsible for 
the errors and to make sure that they do not remain in the same position 
where they can make the same--or even more serious--errors all over again. 
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Q 
A 

Can 
growth 

be 
predicted? 

My three-year-old son was born 12 weeks premature, weighing two pounds, 
four ounces. While he appears normal in every other way, his size has 
me very concerned--he presently weighs 25 pounds and is 34-1/2 inches 
tall. The doctor claims that at best he will be between five feet and 
f ive feet, two inches tall. 

My side of the family is all tall--my father and 
six feet tall, and I am five feet, eight inches tall. 
father also stand more than six feet tall. 

brothers are over 
My husband and his 

According to the doctor, our son is growing, but ever so slightly. 
Is there anything we can do about his size, such as growth hormones?--D.R. 

If a doctor were to predict the ultimate height of my son, I would ask 
him a few questions. 

Doctor, on what do you base your claim? May I see your statistical 
charts and curves that are used to predict height? On what populations 
were these charts based? Full-term babies? Premature babies? Breastfed 
babies? Formula-fed babies? Middle and upper-class children? Children 
living in conditions of poverty and malnutrition? Recent immigrants? 
Second or third generation Americans? Whites? Blacks? Hispanics? Orientals? 

Armed with such information, I then could determine whether the sta
tistics applied to my child. Then I would wonder what the statistical 
chances are that these predictions are valid. 

If your doctor will answer such questions and will t e ll you the whole 
truth about medicine's predictive tools (a s far as height is concerned), 
you will be impressed by their fragmentary, incomplete, and vague nature. 
In other words, there is no evidence that the use of statistica l norms 
enables the doctor to make a prediction with any greater degree of a ccur
acy than the child's grandmother could have made without any sta tistics 
at all. (If you need any further evidence of the fallibility of height/ 
weight tables, just look at last year's admission by the insurance indus
try that the tables they had been using for the past several decades to 
determine normality were wrong.) 

If I were you, I would confront my doctor further with questions 
about growth hormones, i.e., Doctor, tell me about the considerable body 
of opinion in medical journals that some growth hormones ma y lead to pre
mature closure of the growing ends of the bones, thus diminishing ultima t e 
height. Has a controlled study ever been done in which half the children 
received growth hormones, and the other half received a placebo? Or, if 
this kind of study is considered unethical, have physicians who use growth 
hormones followed up on t heir patients (and there must be some) who did 
not choose to carry out this kind of treatment. What eventually happened 
to these children? Have tests been carried out to establish the safety 
of these growth hormones, or is it possible that they ma y adversely affect 
other parts of the body? 

I place modern doctors who use growth hormones in somewhat the same 
category as Procrustus, an ancient Greek who would welcome strangers by 
strapping them into his procrustean bed. If the guests were too long , 
the host would chop off their feet. If too short, he would stretch them. 

Haybe the best advice I can give is that you treat a doctor who ad
vises growth hormones with the same strategy I'm sure the ancient Greek 
travelers used towards Procrustus--avoidance. 
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by Marian Tompson 
Executive Director, 

Alternative Birth Crisis Coalition 

You'd think that, as the mother of seven children, I'd have some
thing to say about bedwetting. But this was never a problem in our 
family. Somewhere between one year of age and 18 months, each of our 
children simply stopped wetting the bed at night. Yet despite our good 
fortune, enuresis apparently is quite common. At least 10 per cent of 
children continue to wet their beds after their fifth birthday, and 
twice as many of them are likely to be male. 

In recent years, allergies have been added to the list of suspected 
causes of bedwetting. On a recent trip to Canada, I met a mother who 
solved her child's bedwetting problem when she eliminated all cow's milk 
products from his diet. Enuresis runs in families, and bedwetters have 
a better than 50 per cent chance that their parents, aunts or uncles 
were themselves enuretic. As they grow older, most children become dry 
without having any special treatment. 

Margaret White, M.D., a physician in general practice, has conducted 
enuresis clinics in Croydon, England since 1948. In her article, "A 
Thousand Cases of Enuresis: Results of Treatment" (Child and Family, 
Vol. 10, No. 3), she states that, in most cases, the cause of enuresis is 
a slow development of control of the bladder, largely a hereditary trait. 
When some parents bring their sleeping children to the bathroom without 
waking them, this may contribute to the problem because it in effect 
trains the child to urinate in his sleep. 

Drugs are not used at Dr. White's clinics. Treatment consists of 
getting to know the child, explaining to him why he wets the bed--with 
great stress being laid on the fact that it is not his fault--getting him 
to mark a card when he has a dry night (wet nights are to be forgotten 
and not commented on), and giving him a placebo tablet of lactose. Fluids 
are not limited. The child is told that the treatment will take about six 
months, but he will get better each month. The children are seen monthly, 
always by the same person. This last is considered of extreme importance 
because the child who brings in his marked card--a "gift" of so many dry 
beds a month--would be less anxious to produce results for a stranger. 
Children, particularly older ones, who do not respond well to this treat
ment sometimes are put on a "buzzer" machine which wakes them up if they 
start to urinate. Interestingly, while children on the machine become dry 
in about half the time, they also have a higher relapse rate than do the 
other children. About three-fourths of the 1,000 children treated, most 
of them between five and eight years of age, were discharged as dry. 
(Sixteen per cent had dropped out along the way.) Five per cent had re
lapses and returned for further treatment. 

I remember that my friend, Valerie, was a bedwetter when she was a 
young child. "But my mother treated it as disgusting and punished me," 
she recalls. "I was so scared that I was going to wet the bed that I was 
afraid to go to sleep at night. I vowed that I would never treat a child 
of mine that way." 

When Valerie had a son who wet the bed, she handled it the following way: 
"Once I understood that it had nothing to do with disobedience and 

that Danny was just as interested in controlling it as I was, I decided to 
do what I could to make it easier on myself. Since I hated the odor of a 
wet bed, we just planned on doing the laundry every morning. To protect 
the bed, I kept a rubber sheet over the mattress, and I always used a top 
sheet to help protect the blanket. Under his pajamas, Dan wore cotton 
shorts which were quite absorbent. Each morning, I would strip the bed 
and throw everything that was wet into the washing machine, first using a 
cold water rinse to remove stains and then hot water to wash. When he was 
eight or nine years old, Danny started putting the sheets into the cold 
rinse by himself. As he entered adolescence, he wet the bed less and less 
until he finally stopped." 

Understanding and acceptance seem to provide the key to solving 
bedwetting problems. 
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