LETTERS TO THE EDITOR

positive organisms but the culture was ster-
ile. The child showed remarkable improve-
ment clinically as wcll as on CT scan and
was discharged. No behavioral problem or
neurological defici* was identificd on fol-
low up of two years.

Brain stem abscess can occur at any age
and in any part of the brain. Boys arc af-
fected more often than girls. An abscess in
thc brain stem is rare and carrics grave
prognosis, il not treated promptly(1). The
clinical prescntation is variable and de-
pends on the site of abscess. Headache and
focal neurological signs may be the sole
presentation without fever or leucocyto-
sis(2). A primary focus of infection could
not be detected in this vase. CT scan is an
important diagnostic tool to detect brain
abscess(3). A combination of chemother-
apy and surgery results in a dramatic re-
covery with no ncurological deficit(4). In
the long term follow up behavioral distur-
bances have been noted in some of these
cases but it is too early to comment 1n this
case(S). In conclusion a high index of sus-
picion, early diagnosis especially with
availability of CT scan, conservative and
surgical management have resulted in a
better outcome in this condition.

Ghulam Wabi,
Chief Pediatrician, Civil Hospital,
Khamis Mushyat, Saudi Arabia.
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Unsual Presentation of
Tuberculous Peritonitis
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We read with interest the case report
‘Unusual Presentation of tuberculous peri-
tonitis’ by Raghu Raman and Jalpota(l).
We would‘likc to comment, as below:

It is' not clear from thc case report
whether the ascitic fluid tapped was exuda-
tive or transudative and the raised total
leucocyte count with polymorphonuclear
leucocytosis, Gram Positive cocci and cul-
ture growth of Staphylococcus aureus was
from blood or peritoneal {luid. The authors
have not mentioned histopathology of mes-
enteric lympth nodes and peritoneum that
confirmed tubcrculosis (casealing gran-
uloma and/or acid fast bacilli) in their
case.

The authors suggestion of explorative
laparotomy as a primary diagnostic proce-
dure in suspected cases of acutely present-
mng tubercular peritonitis (ascitic variety)
appears to be imappropriate. Tubercular
etiology should have been thought of as a
strong possibility as this child had pre-
sented with fever, generalized lympho-
denopathy, hepatosplenomegaly, exudative
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ascites and had milliary mottling on chest
X-ray. In such a sctting antitubercular drug
therapy was fully justified without subjcct-
ing this case to unnccessary diagnostic la-
parotomy. Diagnosing abdominal tubcrcu-
losis by dcfinitive criteria, i.e., tissue dem-
onstration of caseation granuloma and/or
AFB positivity is not always possible; in-
stead one may go by probable criteria(2,3).

Further the value of ascitic fluid adeno-
sing deaminase (ADA) determination has
been highlighted in the diagnosis of tuber-
cular peritonitis. A raised level of ascitic
fluid ADA has a very high sensitivity (98-
100%) and specificity (96-97%) in diagnos-
ing tubercular peritonitis(2). Therefore,
anfitubercular drug therapy in an appropri-
ate clinical setting, exudative ascites with
high ascitic fluid ADA level will obviate
diagnostic laparotomy and its attendent
morbidity and mortality in patients with
tubercular peritonitis.

A. Das,

S.K. Yachha,

Division of Pediatric Gastroenterology,
Depantment of Gastroenterology,
Sanjay Gandhi Postgraduate

Institute of Medical Sciences,
Lucknow.
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The child had features of acute abdo-
men with toxic paralytic ileus. Analysis of
ascitic fluid was confirmatory of spontane-
ous primary peritonitis (SPP) due to Sta-
phylococcus aureus. Histopathology of
mesentric lymph nodes and peritoneal tis-
sue confirmed tuberculosis as mentioned in
the report.

Though the patient had clinical {eatures
to suggest disseminated tubcrculosis, fac-
tors like acute and rapidly progressing ill-
ncss, presence of SPP with paralytic ileus,
and failure to respond to conservative the-
rapy even after 72 hours, prompted us to
subject the child to exploratory laprotomy.
The procedure served the main purpose of
performing peritoneal toiletting and to
carry out tissue diagnosis. Surgical explora-
tion in SPP isvindicated if multiple organ-
isms arc secn on Gram stain, free air is
demonstrated on abdominal roent-
genogram, or alter 48 hours of parenteral
antibiotics either the child’s condition dete-
riorates or the physical findings persist and
show localization(1).

The priority for treatment in this pa-
tient was for SPP. Anti tubercular therapy
alone would not have benefited the child.
We have not gencralized the statement
that diagnosis of tubercular peritonitis is by
exploratory laprotomy. It is only in those
cases where the onset is acute mimicking,
acute abdomen and other positive evidence
for tuberculosis is not present.

T.S. Raghu Raman,

Y.P. Jalpota,

Department of Pediatrics,
Command Hospital Air Force,
Bangalore 560 007.
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