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ing   H.    influenzae,    the   commonest 
meningeal pathogen. 

It is that the same may not be appli-
cable to other pathogens. For example 
ampicillin achieves a CSF concentration 
198 times the MIC of pneumococcus. As 
expected theoretically, studies have 
shown beneficial effects when steroids 
were added to ampicillin plus 
chloramphenicol for treating pneumo-
coccal meningitis(2). 

One of the side effects of steroids is 
the delayed sterilization of CSF. Hence 
an antibiotic like ceftriaxone which rap-
idly sterilizes CSF(2) is required when 
steroids are used. In addition is the pos-
sible problem of plasmid mediated re-
sistance of H. influenzae to both 
ampicillin and chloramphenicol(2) in 
which case steroids can be hazardous. 

Thus it seems reasonable to restrict 

Reply 

Dexamethasone is recommended as 
adjunctive therapy in meningitis as it 
minimizes the host inflammatory re-
sponse and its adverse neurological con-
sequences. This inflammatory response 
is elicited by the presence of bacteria 
and their components in the subarach-
noid space, and occurs even before the 
administration of antibiotics which may 
augment the response as they cause bac-
terial lysis. Dexamethasone is used to 
attenuate this inflammatory process as 
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the use of steroids to cases of H. 
influenzae meningitis only when 
ceftriaxone is prescribed. 
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well as prevent its augmentation after 
antibiotic administration. 

The two early clinical trials in which 
ampicillin and chloramphenicol were 
used and which did not demonstrate 
any significant benefit of steroids have 
been criticized(l), as in one(2) methyl-
prednisolone (which may not be as ef-
fective as dexamethasone in this setting) 
was used, and in the other(3) the dose of 
dexamethasone used was significantly 
lower than that used in more recent 
studies. 

Since in developed countries the 
choice of initial antibiotics for meningi- 
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tis has shifted to third generation cepha-
losporins, the recent trials have includ-
ed these. However, ^n a large recent trial 
from Egypt involving 429 patients, 
dexamethasone was used alongwifh a 
combination of ampicillin and 
chloramphenicol(4). The overall mortal-
ity was significantly lower (p <0:01) in 
the dexamethasone group (10%) than in 
the group receiving antibiotics alone 
(19%). The incidence of neurological 
sequelae was also lower in the 
dexamethasone group (2%) than in 
those  who  d id  no t  r ece ive  
dexamethasone (4%). Although pneu-
mococcus was the predominant organ-
ism in this study, and the differences 
were particularly significant for pneu-
mococcal meningitis, there were consid-
erable number of cases of H. influenzae 
and N. meningitidis. 

In a very recent trial, wherein 
ampicillin or penicillin and chloram-
phenicol were used, a two day regimen 
of dexamethasone was equally effective 
as the four day regimen(5). In this 
study, 50% of the cases were due to 
Neisseria meningitidis and 40% to H. 
influenzae. In some cases of ampicillin 
resistant H. influenzae the antibiotic was 
changed to cefotaxime whereas in oth-
ers chloramphenicol was continued. 
However, the clinical response was sim-
ilar regardless of whether conventional 
antimicrobial therapy or cefotaxime was 
administered. Other than mild gas-
trointestinal bleeding no significant ad-
verse effects of steroids were reported. 

Although theoretically it is possible 
that steroids may delay CSF steriliza-
tion, this has not been reported in any of 
the studies where this was looked 
for(3,5-9) including the ones in which 
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ampicillin and chloramphenical were 
used(3,5). Apparently use of such a 
short duration of dexamethasone 
alongwith antibiotics is not associated 
with delayed sterilization of CSF. 

Thus it seems reasonable to use ste-
roids even in those cases of meningitis 
where ampicillin and chloramphenicol 
are used. Fortunately, as of now the 
problem of H. influenzae resistant to 
both ampicillin and chloramphenicol is 
rare in our country. If ever it reaches 
significant proportions, the choice of ini-
tial antibiotics will have to be reviewed. 
Needless to say, that as soon as resistant 
bacteria (H. influenzae or any other) are 
isolated, antibiotics need to be changed. 
These children.as well as those with 
sterile cultures need close observation 
and follow up if they have received ste-
roids. Since the efficacy of the two day 
regimen of dexamethasone is now docu-
mented(5,9), it might be prudent to re-
strict its use to the initial two days in 
such cases. 
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