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Short course chemotherapy for tuberculosis of
lymph nodes

Campbell lA, Ormerod LP, Friend JAR, Jenkins PA,
Prescott RJ (British Thoracic Society Research Committee.)
Six months versus nine months chemotherapy for tuber-
culosis of lymph nodes: Final results. Respir Med 1993;
87:621-3.

SUMMARY
A 6-month regime of rifampicin and isoniazid supplemented by
pyrazinamide in the first 2 months is as effective in the treatment
of pulmonary tuberculosis as the previously recommended
9-month regime. The authors tested whether this was also true
for tuberculosis of the lymph nodes and this is the final report of
their study started in 1986.

They treated 199 patients aged 16 to 80 years with cervical,
axillary or chest wall lymph nodal tuberculosis who had not had
cheinotherapy. Patients who had active pulmonary tuberculosis
and those with hepatic, renal or visual impairment or pregnancy
were excluded from the study. The patients were randomized to
one of the following three regimes:

Regime I. Initial 2 months of isoniazid, ethambutol and
rifampicin, followed by isoniazid and rifampicin for a
total of 9 months.

Regime II. Initial 2 months of isoniazid, rifampicin and
pyrazinamide followed by isoniazid and rifampicin for a
total of 9 months.

Regime III. Initial 2 months of isoniazid, rifampicin and
pyrazinamide followed by isoniazid and rifampicin for a
total of 6 months.

The patients received the drugs in the following doses-
isoniazid, 300 mg daily; rifampicin, 450 mg for patients under
50 kg and 600 mg for those above 50 kg; pyrazinamide, 1.5 g
for patients under 50 kg and 2 g for those over 50 kg; and
ethambutol, 15mg per kg per day. All the drugs were given once
daily and corticosteroids were avoided during treatment.

The position and diameter of the lymph nodes, length of
biopsy or resection scars, the presence of fluctuation or sinus
formation, and any new procedures or nodes were recorded
before the treatment and at 1,2,3,6,9,12,18, and 30 months
after its commencement.

Of the 199 patients enrolled in the study, 157 completed the
treatment as planned-50 on regime I, 56 on regime II and 51
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on regime III. A total of 165 patients were followed up for
30 months. The treatment was modified or extended in
18 patients and 10 had drug toxicity mainly to pyrazinamide,
rifampicin and isoniazid. At 30 months, residual measurable
lymph nodes were reported in 6 (12%) patients on regime I,
10 (18%) on regime II and 10 (17%) on regime III. Four patients
on regime I, 2 on regime II and 3 on regime III were judged to
have a relapse by their physicians and were re-treated. Three
patients on regime I, 5 on regime II and 4 on regime III were
found to have enlarged nodes during follow up. None of the
differences between the three treatment groups approached
statistical significance (chi-squared contingency table test). A
comparison of the distribution of the size of lymph nodes at any
stage of the follow up also showed no treatment differences.
Thus, the 6-month and 9-month regimes are equally effective
with the shorter treatment carrying the advantage of increased
convenience and reduced cost.

COMMENT
Tuberculosis of the lymph nodes is the commonest form of
extra-pulmonary tuberculosis. Short-course chemotherapy
has been assessed in patients with pulmonary tuberculosis
but not in tuberculosis of the lymph nodes. The addition of
pyrazinamide, which is a bactericidal drug has enabled the
duration of the treatment of pulmonary tuberculosis to be
reduced to 6 months.'

The British Thoracic Society'S (BTS) first controlled trial
for lymph node tuberculosis compared two l8-month
regimes of either isoniazid and rifampicin or isoniazid and
ethambutol, both supplemented with streptomycin for the
first two months. 2 A satisfactory response was seen with both
and no microbiological relapse occurred when the treatment
was stopped. The second BTS lymph node study" compared
l8-month with 9-month regimes of isoniazid and rifampicin,
supplemented with ethambutol for the first 2 months. This
showed that a 9-month course was as effective as the one
which lasted 18 months.

The present study was undertaken to test whether an even
shorter 6-month regime using pyrazinamide was as effective
as 9 months of treatment. It also would allow the rates of
resolution in the pyrazinamide and ethambutol regimes to be
compared. The first report of the study in 19924 showed that
there was no difference in the speed of resolution of nodes,
in the percentage of patients with residual nodes at the end of
the treatment or in the numbers developing fluctuation or
sinuses. However, 7 patients in the ethambutol group and
only 1given pyrazinamide needed aspiration of pus from lymph
nodes (p=0.OO5). This may be because pyrazinamide is
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bactericidal and kills bacilli which are intracellular, making
glands less likely to become fluctuant on treatment.

McCarthy and Rudd" in a retrospective series during
1981-85 reported successful treatment in 40 out of 41 patients
treated with regime III. Dutt et al." found rifampicin and
isoniazid daily for 1 month, followed by twice weekly for
8 months, a satisfactory regime for non-pulmonary tuber-
culosis in 350 patients with sensitive organisms, 14 of whom
had lymph node disease. The Indian study in children?
showed a 98% cure rate at the end of 3 years, using an
intermittent regime of thrice weekly supervised isoniazid,
rifampicin, pyrazinamide and streptomycin for 2 months,
followed by twice weekly streptomycin and isoniazid for
4 months. The regime was well tolerated and drug toxicity
requiring interruption or alteration of treatment occurred in
only 7.3% of the patients. Most of the children in this study
had multiple lymph node involvement with 41% having four
or more groups of nodes affected.

The results of the previous studies3•4•7 as well as the present
one have shown that lymph nodes may enlarge and new
nodes may appear during and after chemotherapy. These
nodes may show histological features characteristic of tuber-
culosis but are sterile on culture. It is possible that the
development of new nodes in these cases represents an
immunological response to the tubercular protein.' Surgical
excision of these lymph nodes is not necessary even if they
enlarge after treatment because this is usually transient.
Surgery is now rarely indicated except for diagnosis and for
draining of lymph node abscesses in a few patients.t or for
obtaining cosmetically acceptable scars.

Total surgical excision of tuberculous nodes followed by
chemotherapy has no advantage over simple chemotherapy. 8

The small number of events during the follow up period

Ultrasonographic diagnosis of acute alcoholic
hepatitis

Sumino Y, Kravetz D, Kanel GC, McHutchison JG,
Reynolds TB (Division of Gastrointestinal and Liver
Diseases and Department of Pathology, School of Medicine,
University of Southern California, Los Angeles, California,
USA.) Ultrasonographic diagnosis of acute alcoholic
hepatitis 'pseudoparallel channel sign' of intrahepatic artery
dilatation. Gastroenterology 1993;105:1477-82.

SUMMARY
Using ultrasonography the authors diagnosed acute alcoholic
hepatitis (AAH) by the presence of parallel tubular structures
within the liver subsegments. Pulse doppler flowmetry showed
that these structures were formed by a dilated branch of the
hepatic artery and an adjacent branch of the portal vein. They
called this the 'pseudoparallel channel sign' (PPCS). The PPCS
was then specifically sought by two physician operators in
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confirms the advice given by the Joint Tuberculosis
Committee? that patients can be discharged after completion
of the treatment, but should be reassessed if new symptoms
develop. This study confirms the efficacy of the 6-month
regime>? and since it is as effective as 9 months of treatment
with regimes I and II, it can be recommended for routine use
in patients with sensitive organisms. It is convenient, cheap
and will probably improve compliance.
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77 AAH patients, 119 with other alcoholic liver diseases and
49 with non-alcoholic liver disease and 15 healthy volunteers.
All patients with non-alcoholic liver disease underwent liver
biopsy. Of the patients with alcoholic liver disease histological
evidence was available in only 51-it was not done in the others
usually because their prothrombin levels were low. PPCS was
seen in 90% of patients with AAH and in 23% of patients with
other alcoholic liver disease. This sign was not detected in those
with non-alcoholic liver disease or healthy subjects. In 51
histologically proved cases of alcoholic liver disease, PPCS had
a sensitivity of 82% , a specificity of 87% and an accuracy of 84%
in diagnosing AAH, whereas clinical criteria correctly predicted
AAH with a sensitivity of 64%, a specificity of 87% and an
accuracy of 75%. Histological criteria for the diagnosis of
AAH were the presence of alcoholic hyaline bodies, hepatocyte
swelling, and hydropic change; focal hepatocyte necrosis and
polymorphonuclear cell infiltration, and intrasinusoidal and
pericentral collagen deposition. Patients with AAH had more
segments involved with PPCS than those who did not have
AAH. PPCS was most often seen in segments 2 and 3. However,
it was also found in the other segments. The authors thereby
concluded that PPCS might be an important diagnostic finding
inAAH.


