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DEMYELINATION IN TUBERCULOUS MENINGITIS

Clinical Problem: A 7 years old girl presented with
fever for 15 days, and 1 episode of generalised tonic
clonic convulsion followed by loss of consciousness.
Her sister was suffering from fibrocavitatory TB and
was on treatment with anti-tuberculous therapy
(ATT) from 3 months. On examination, the patient
was comatose, had neck stiffness and spasticity of
bilateral lower limbs. Cerebrospinal fluid (CSF) showed
300 cells/cumm (5 percent polymorphs, 95 percent
lymphocytes), 105 mg/dl of proteins and 20 mg/dl of
sugar. CSF GeneXpert was positive for mycobacterium
tuberculosis and was sensitive to rifampicin. She
was started on 4 drug ATT along with steroids (for 2
months). She responded to the same, but subsequently
after 3 months of therapy, she presented with abnormal
movements and behavioural problems. MRI brain
showed extensive demyelination.

How common is demyelination in CNS TB? How
should it be treated?

Expert Opinion: Demyelination is commonly seen
in tuberculous encephalopathy. It is characterized
by diffuse brain edema and demyelination, which
usually is extensive. (1) Patients present with impaired
consciousness, seizures, disseminated intravascular
coagulation, signs and symptoms of meningitis with
or without spinal fluid changes. (2) Rarely central
nervous system (CNS) tuberculosis presents as
acute disseminated encephalomyelitis (ADEM). (3).
Treatment with high dose steroids have proven to be
useful. In our patient, we restarted oral steroids and
ATT was continued to which she responded. She is on
tapering doses of steroids.
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SPLENECTOMY WITHOUT PRIOR VACCINATION

Clinical Problem: A 9 years old boy presented with
pain in left part of abdomen since days. There was no
fever or trauma. On examination, vital parameters
were normal. There was firm splenomegaly. Other
systems were normal. Investigations showed
hemoglobin of 10.8 gm/dl, white cell count of
9,400/cumm (with platelets of 2,49,000/cumm.
Ultrasound abdomen showed 12.6 x 10.4 x 9.4 cm
large hypoechoic area with internal echoes in the
spleen. CT abdomen showed 12.8 x 9 cm hypodense
homogenous lesion with lobulated margins suggestive
of large splenic abscess. At the time of surgery, it was
diagnosed to be a cyst and histopathology proved
it to be an epidermoid cyst of spleen. The child is
asymptomatic on follow up.

When to do splenectomy in splenic cysts? How
to vaccinate in emergency splenectomy?

Expert Opinion: Splenic cystic lesions are rare. They
may be congenital, neoplastic, vascular, inflammatory
and post-traumatic in origin. The traditional treatment
of splenic cysts had been splenectomy but it has
its morbidity of leading to immunodeficiency.
(1) Asymptomatic splenic cysts less than 5cm in
diameter are managed conservatively with total
cystectomy, marsupialization, or cyst decapsulation
(unroofing), accessed either by open laparotomy or
laparoscopy. Partial splenectomy preserves more
than 25 percent of splenic parenchyma and can
also be done laproscopically. (3) In special situation
such as presence of multiple cysts, very large-sized
cyst, in cases of cysts in the hilum of the spleen, a
cyst completely covered by the splenic parenchyma,
uncontrolled bleeding during surgery or cysts that
are inaccessible for fenestration or marsupialization,
one may consider doing a total splenectomy. (4) In
our patient, since the cyst was very large, a total
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splenectomy was done.

Patients who undergo splenectomy are at increased
risk of infections due to pneumococcus, H. influenzae
type B (Hib), and meningococcus. Thus, conjugated
pneumococcal vaccine, conjugated Hib vaccine and
conjugated meningococcal vaccine is recommended in
these patients. The vaccines should ideally be given
4-6 weeks prior to a planned splenectomy. In case of
emergency splenectomy, the vaccines can be given 14
or more days after emergency removal of the spleen.
The polysaccharide pneumococcal vaccine (PPSV23)
is given 8 weeks after the conjugated pneumococcal
vaccine to cover the other serotypes. (5)
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HODGKIN’S LYMPHOMA WITH TUBERCULOSIS

Clinical Problem: A 12 years old boy presented with
evening rise of fever for 4-5 months, bilateral otorrhoea
for 1 month and loss of appetite. He was treated for
cervical tuberculous lymphadenopathy 3 years ago
and took antituberculous therapy (ATT) for 8 months.
Ten months ago he had evening rise of temperature
and cervical adenopathy. Fine needle aspiration was
suggestive of tuberculosis (TB) with positive acid fast
bacilli. He was started on ATT which he was taking till
date. His HIV ELISA was negative. On examination,
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weight was 25.6 kg and height was 137 cm. He had
matted cervical tender lymphadenopathy. A lymph
node biopsy was done that showed complete loss
of lymph node architecture and presence of Reed
Steinberg cells suggestive of Hodgkin’s lymphoma.

Can TB and lymphoma co-exist?

Expert Opinion: TB and lymphoma appear similar on
clinical and radiological grounds and thus to differentiate
between them is always a challenge. Several reports
have reported coexistence of tuberculosis and non-
Hodgkin lymphoma (NHL) in lymph nodes. (1-3) It
is postulated that immunosuppression that occurs
during treatment for lymphoma can lead to TB. (4)
Also in patients with TB, the risk of NHL is significantly
increased. (5) Thus in a patient with tuberculous
adenitis who is not responding to treatment, in addition
to ruling out drug-resistant tuberculosis, one should
also rule out lymphoma.
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