ProBLEMS oF CHILDHOOD TuBERCULOSIS *
Hans Zellweger, M.D. **

Twenty-five percent of Lebanese children of the age group be-
tween 12 and 18 years are tuberculin-positive. Papanicolaou found
that 26-65 9, of the inhabitants of the Middle East (Jordan, Iragq,
Iran, Pakistan and Aden) are tuberculin-positive. According to these
figures tuberculosis appears to be a definite epidemiological and con-
sequently an important clinical problem in these countries. Primary
pulmonary infections are prevalent; oral and intestinal primo-infec-
tions are rare 2, despite the fact that, for instance in Lebanon, 509,
of the cattle are tuberculin-positive. However, tuberculosis of the
cervical as well as mesenteric and retroperitoneal glands is not rare
and can occur as a lymphogenous or hematogenous complication
of a hilar or paratracheal infection. On the other hand, the incidence
of malignant lymphoma (Hodgkin’s lymphosarcoma and reticulosar-
coma) in the Middle East is considerably higher than lympoglandular
tuberculosis and has to be ruled out by biopsy even if the tuberculin
test is positive. Of course in cervical lymph node tuberculosis the
bacilli may be recovered by puncture of the node. Bluish-reddish dis-
coloration of the skin, softening of the lymph node and anterocervical
angular location thereof speak more in favor of tuberculosis.

Laparotomy is sometimes indicated in the ascitic form of tuber-
culous peritonitis as well, particularly also to rule out the many other
causes producing ascites.

Bronchus tuberculosis with compression of the bronchus and
consequent atelectasis or emphysema, or alternating emphysema and
atelectasis, has received considerable interest in recent years. Atelec-
tasis has to be differentiated from caseous pneumonia and nonspecific
perifocal infiltration, though some authors do not recognize the exis-
tence of the latter. In every case of atelectasis, bronchoscopy is indicated
in order to overcome the condition before fibrosis or bronchiectasis
develop.

Among the hematogenous forms, miliary tuberculosis, tuberculous
meningitis, bone and urogenital tuberculosis must be mentioned.
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For miliary and other hematogenous forms, INH 1o mgm per
kilo per day and PAS o.5 gm per kilo per day are given for eight to
twelve months. - ,

Table 1 represents one of scveral methods of treating tuberculous
meningitis. There are cases on record which recovered without intra-
thecal treatment. Nearly all the more experienced authors, however,
claim that not all cases can be treated safely and efficiently without
intrathecal therapy; however, only very severe cases require the
intrathecal administration of two antimicrobials.

Cortisone or ACTH have proven effective in preventing or over-
coming adhesions and block formation in tuberculous meningitis.
For cxample, oral hydrocortisone 1 mgm per kilogram per day and
2-5 mgm intracisternally may be given for four weeks. ~

Recently it was found that the corticosteroids enhance specific
defense mechanisms and also their antiallergic effect was seen to be
beneficial, particularly when the hormone is given in early stages.
For example, the injection into the pleural cavity of 25-50 mgm of
hydrocortone every three days for from one to four doses has yielded
dramatic results in the improvement of tuberculous pleurisy.
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