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QUESTIONS AND ANSWERS

QuEsTION : What do you consider adequate treatment when: (1) an organism
is not found on the initial spinal fluid examination, and (2) the patient is not
responding to treatment started elsewhere, also without having isolated the
organism?

Dr. WeHRLE: This is a situation that we face in about one-third of the patients
who come to us for treatment. In 50 to 60 per cent of the patients we can identify
the organism at the time of admission to the hospital with a direct Gram stain.
This figure may be increased slightly when one adds to the Gram stain the results
of the fluorescent antibody technique. This leaves a substantial portion who must
be treated without a definite diagnosis since only about 10 per cent of patients
with no organisms identified on smear will have a positive culture.

We have studied a standard approach in two different age groups. For those
cases from birth through 2 months of age, we start with either penicillin or am-
picillin in doses equivalent to about 75 mg. per kg. per day of ampicillin after an
initial loading dose of one-third of that and kanamycin at a dose of 15 mg. per kg.
per day. In these very young infants there are a great many different organisms
that may be causing the infection, and in our experience about 95 to 97 per cent
of all of these organisms are inhibited by this particular combination.

In patients 2 months of age and older who ‘do not have a dermal sinus, endo-
carditis, previous neurosurgical procedures, ventriculovenous shunt, or other
factors that might be associated with an unusual organism, ampicillin alone ap-
pears to be more effective than the combination of chloramphenicol and peni-
cillin with or without the addition of streptomycin.

It should be noted that the mortality rate in patients in whom you do not see
the organism on smear is lower than in those where the organism is identified.
The only exception to this is the Waterhouse-Friderichsen syndrome in meningo-
coccal infection. Also, the very young or very old individual with a fulminant



