INDIAN PEDIATRICS

spreads over and into the bone of jaw.
From the gum it spreads into the inside of
cheek and then through to the skin produc-
ing a large area of full thickness tissue loss.
There may be sloughing away of the whole
bone. This painful condition is associated
with mixed aerobic_and anaerobic infec-
tions.

Early intervention is necessary to pre-
vent death and extensive tissue loss. Treat-
ment of choice is with megadose of peni-
cillin and metronidazole with or without
aminoglycosides. High protein diet rich in
vitamin helps in rapid recovery. In the
- acute phase local wound dressing-with 5%
sodabicarbonate solution is useful. Plastic
surgical repair after debnding all scar tis-
sue is undertaken at the appropriate time
with lined tube pedicle flap or osseomyo-
cutaneous flaps with mouth wide open.

In South India, there is always a delay
in sceking medical care during or after an
attack of measles due to the strong belief
that “mecasles will worsen if taken out of
the house due to the wrath of Goddess”.
These cases constantly remind us of the
continuing morbidity associated with
measles despite increasing immunization
coverage under Universal Immunization
Programme in all developing ¢ountrics.

Adequate nutritional support, immuni-
zation, carly medical carc and health
cducation will prevent this post mecasles
morbidity with extensive tissuc loss.
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Mesenteric cysts present more often in
adults than children, and very rarely in
neonates. Of the mesenteric cysts, chylous
cysts are most uncommon. We report a
neonate who presented with intestinal ob-
struction due to a chylous mescnteric cyst.
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Case Report

A 15-day-old male neonate weighing
2800 g, with no significant antenatal or
perinatal history presented to us with com-
plaints of bilious vomiting and refusal of
feeds three days prior to admission. There
was no history of constipation or any other
complaints. On examination he was mildly
dehydrated and had cleft lip. Abdominal
examination revealed uniform distension,
hyperperistalsis and no palpable abdominal
mass. Our provisional diagnosis was intes-
tinal obstruction due to a congenital gas-
trointestinal anomaly. Radiology of abdo-
men revealed multiple air fluid levels in the
intestine with no gas shadow in the colon.
At laparotomy a 5 X 4 X 3 cm multilocular
mesenteric chylous cyst of the jejunum was
discovered, having smooth walls, filled with
whitish fluid with no communication with
the intestinal lumen. Since the intestine
was stretched over the mass and could not
be separated, resection of 5 cm of jejunum
with end to end anastomosis of the remain-
ing segment was carried out. The baby had
an uncvent{ul recovery and has been fol-
lowed up for the last 4 months and has a
normal development.

Histopathological examination of same
revealed a honeycomb, formed of large and
small cystic spaces separated by thin fi-
brous septae. these spaces were lined by
single layer of flattened endothelial cells.
Scattercd smooth muscle cells and lympho-
cytes were present in the interstitium. Few
of these channcls had thick muscular wall.
Some of them contained lymphocytes or
cosinophilic material.

Discussion

Mcsenteric cysts were first described in
1507 by the Florentine anatomist Benivi-
eni(1). Of the three large scries of mesen-
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teric cysts reported in literature(2),
Colodny has reported pediatric cases. Mes-
enteric cysts may be asymptomatic and
detected on routine examination, or may
present with abdominal pain, mass, disten-
sion, intestinal obstruction, failure to thrive
in decreasing order of frequency(3). Etio-
logically, there may be development
defects (chylous or serous), lymphatic,
traumatic or embryonic (enteric cyst, der-
moid) in origin. Chylous mesenteric cyst is
postulated to be a developmental defect in
mesenteric lymphatics creating closed
spaces within which fluid accumulates.
Chylous cysts are differentiated from seri-
ous cysts by their cloudy appearance, uni-
or multiloculated appearance and an endo-
thelial lining which is always present. They
are usually thin walled and flabby and
therefore difficult to palpate(4). Diagnosis
can be made by contrast radiographic ex-
amination of the gut, ultrasonography and
CT scan of the abdomen(5). The differen-
tial diagnosis includes ovarian cyst, pancre-
atic cyst and cnteric duplication. The ther-
apy is surgical excision(6) cither by enu-
cleation, local excision or wide excision
with resection anastamosis. The prognosis
is usually excellent with no significant mor-
bidity or mortality.
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Enteric fever caused by Salmonella
typhi (S. typhi) is still rampant in most
developing countries. Chloramphenicol,
cotrimoxazole and amoxycillin have been
the standard first line drugs for this dis-
ease(1). The continuing emergence of anti-
biotics resistance of these drugs has been
- causing considerable concern amongst mi-
~ crobiologists and physicians. The recent
emergence of multi drug resistant Salmo-
nella typhi (MDRST) strains has necessi-
tated a reappraisal of therapeutic options,
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in such cases. We report our experience
with use of third generation cepha-
losporins-ceftriaxone and ccfotaxime in
such cases.
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Material and Methods

Eleven bacteriologically confirmed
cases of typhoid fever admitted in the pedi-
atric wards of our Institute constituted the
study group. In all these cases the S. typhi
isolates had in vitro resistance to chloram-
phenicol, co-trimoxazole and amoxycitlin,
compelling the treating pediatrician to opt
for cefotaxime or ceftriaxone as the thera-
peutic alternative. These strains accounted
for 95% of total isolates during this period.
The duration of antimicrobial therapy was
based on standard recommendation per-
taining to their use in enteric fever(1). Sta-
tistical analysis was done using Student’s
‘t-test’.

Results

The clinidil profile of these patients is
detailed in Table I. There were 8 males and
3 females and their ages ranged from 1.5
years to 11 years with a mean of 5.2 years.
All these children presented with remit-
tent, moderate to high grade fever of dura-
tions ranging from 1 to 30 days (mean 14.7
days). All, except one of these patients had
previously received one or more antimicro-
bials (ampicillin, amoxycillin, chloram-
phenicol, co-trimoxazole, cephalothin, gen-
tamicin) for suspected enteric fever. Fail-
ure to respond or an inadequate therapeu-
tic response necessitated referral. The dis-
casc had remained uncomplicated even
though the duration of symptoms was over
2 weeks in nearly 50% of the cases. The
salicnt characteristics of the therapeutic
options chosen are tabulated in Table II.
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