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Recent studies have shown a high incidence of lactose malabsorption due to lactase deficiency in 
Bantu tribes in Uganda (Cook and Kaiubi 1966), in American Negroes (Bayless and Rasensweig 1966), and 
in Greek Cypriots l iving in London (McMichael, Webb and Dawson 1966). These findings have been 
interpereted to suggest a genetically determined enzyme defect. i t  i s  l ikely that this develops after infancy 
since congenital lactase deficiency i s  a serious illness (Holtzel et at 1959). If i t  i s  true that lactose 
malabsorption first occurs after infancy, the differentiation of genetic from environmental factors i s  critical. 

In a previous study o f  gastrointestinal function in normal adult Thais lactose malabsorption was a 
universal finding. The present investigation broadens the above observation by studying the prevalence o f  
lactose intolerance, and when possible iejunal lactase activity, in  dif ferent age groups. 

Subiects - 
Fifty male Thai Marines, 43 pregnant females in a l l  trimesters o f  pregnancy, and 48 village adults 

residing near Bangkok comprised the adult group. Most drank no milk at all; a few used a small amount o f  
sweetened condensed milk with coffee. For comparison, data from 58 Peace Corps Volunteers and U.S. Army 
personnel in Southeast Asia are included. The pediatric group consisted of 85 normal children between 1 
and 24 months o f  age institutionalized at birth because their parents had tuberculosis or Hansen's disease, 
and 30 children 3.6 years old from a separate orphanage. A l l  drank milk daily, Forty-one unweaned village 
infants 1.24 months old and 16 non-milk drinking village children, 24-8 years of age were studied as well. 

Methods 

Tolerance tersts using lactose or sucrose, 1.5 gm/kg body weight in adults, and 2 gm/kg in the 
pediatr ic group, were performed in the fasting state. Glucose tolerance tests util ized half the amount o f  
disaccharide, except for the orphanage group who received 2 gm of  glucose/Kg. Venous blood was 
obtained fasting and at 30, 45, 60, and90 minutes following ingestion o f  the sugar. In the first 40 adults 
and 30 children, a 2 and 3 hour blood specimen was also taken. In no case did this change the maximum 
rise of blood sugar and these samples were thereafter not obtained. Blood tota l  reducing substance, hereafter 
termed blood sugar, was determined by  a ferricyanide method adapted to the autoanalyzer (Hoffman 1937). 
A rise i n  blood sugar of 20 mg or more in  any of the carbohydrate tolerance tests was considered normal. 
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