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Sarcoidosis in children

Usually large series of cases of sarcoidosis'-3-such as surveys
of defined populations4 5-have included relatively few
children, for the disease most commonly affects adults aged
between 20 and 40. Below the age of 15 most reported cases
have been in older children,6 7 but the true incidence is
difficult to assess for two reasons. Firstly, radiography of
symptomless individuals, which brings to light many cases in
adults, is not a routine procedure in children in most countries.
But in Hungary8 and Japan,9 where such screening is common-
place, cases of symptomless bilateral hilar lymph-node
enlargement are found in children just as they are in adults.
Secondly, young children with sarcoidosis may present
difficult diagnostic problems. Unusual clinical manifestations
include chronic polyarthritis'0-12 possibly mimicking Still's
disease,'3 fever' and abdominal pain,'4 basal granulomatous
meningitis,'5 16 enlargement of the liver and jaundice,17
pseudohypertrophic weakness of muscles,'8 thrombocytopenic
purpura,'4 19 20 and myocardial infiltration.21 Furthermore,
one of the more easily recognised modes of presentation,
Lofgren's syndrome of erythema nodosum with bilateral
hilar-node enlargement, seems to be infrequent in children.

Because of the real or apparent rarity in children of sar-
coidosis few centres have records of more than a few cases,
and hence we know little about prognosis. Reporting a follow-up
of 18 children in New York for a mean period of 3-1 years,
Siltzbach and Greenberg6 found that, as in adults,22 prognosis
was good for most of those presenting without symptoms. In
contrast, all of their patients with symptoms had evidence of
extrathoracic sarcoidosis, which correlated with a poorer
prognosis. Short-term studies from Japan9 23 have confirmed
that most children with symptomless hilar-node enlargement
have a favourable outcome. Kendig and Brummer24 recently
reported the course of 28 children with sarcoidosis diagnosed
in Richmond, Virginia, between 1951 and 1974. Twenty were
Black and eight White, a relative incidence similar to that in
adults in the same area. In only four was the disease found by
chest radiography of symptomless children; one of these was
examined because two siblings had sarcoidosis and one because
of contact with tuberculosis. Of these four, initially
symptomless, none developed serious disease. All 28 had
abnormal chest radiographs at diagnosis; 27 had bilateral
hilar node enlargement, 13 with lung changes, and one lung
changes with "doubtful" hilar node enlargement. The most
frequent presenting complaint was of tiredness, malaise, and
weakness. At the end of the observation period there had been
no deaths but five had serious disabilities. Two, both of whom
had had uveitis with loss of visual acuity at diagnosis, were
"legally blind" and three had severely impaired pulmonary
fimction-a restrictive ventilatory defect with low arterial
Po2 and low Pco2. Nine had sarcoid infiltrations of the skin at
diagnosis; these included the two who became blind and one
of those who developed pulmonary fibrosis: it seems that, as
in adults, fixed skin eruptions have poor prognostic implica-
tions.22 25-27 Corticosteroids were used for their suppressive
effects and mainly in the management of the more seriously
affected patients. As the authors comment, the effect on long-
term prognosis is difficult tp determine: one patient developed
disabling pulmonary fibrosis despite early corticosteroid
treatment.
The problems of prognosis in children are similar to those

in adults, for it can be based only on assessing the individual
case and (as in other chronic diseases) is likely to be more

secure after a period of observation. In the absence of symp-
toms or of evidence of extrathoracic lesions there is a good
prospect of spontaneous regression. The chances are reduced
in the presence of a fixed skin eruption, or of overt lesions of
several organs or tissues; and granulomatous uveitis is a threat
to sight. The authors conclude that prognosis in general is
better in children than in adults. But, in view of the impossi-
bility of assembling comparable series in the two age-groups,
we doubt whether the interesting findings in their small series
(though the largest so far reported from a single centre) justify
this generalisation.
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Medical migration and
manpower
At last week's Special Representative Meeting (see p 787) there
was genuine concern that many of today's medical students
may be unable to find jobs when they graduate. Not only has
the NHS come to the end of its fat years of continued growth:
already some of our European neighbours-France, Germany,
and Denmark-have several hundred doctors out of work, and
they find it difficult to understand why Britain is still commit-
ted to an expansionist policy. British doctors who hope to find
work in Europe will find strong competition there, for, while
the Community directives may allow free movement, they do
not require a French hospital to employ an English or Scottish
doctor in preference to a French one.
Nor will the young men and women still queuing up to enter

our medical schools be able to look much outside Europe,
apart from the Arab countries. Entry to the USA (except for
academic exchange visitors) has been made much more
difficult, with a new two-day visa qualifying examination' to be
introduced in September 1977; Canada, Australia, and New
Zealand no longer have their doors wide open to British
graduates.
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