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Clinical Infectious Diseases 1997;25:168–9distinction based on age is needed. We found that the distribution
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of pathogens (except Pneumocystis carinii) was not statistically 1058–4838/97/2501–0037$03.00
different when patients §65 years of age were compared with
younger adults. Consequently, our findings certainly reinforce the
current ATS recommendation that empirical therapy should be

Echo-Guided Diagnosis and Treatment of Hepaticmodified according to age group only in cases of less-severe com-
Hydatid Cystsmunity-acquired pneumonia.

The mortality among patients with severe community-acquired
SIR—We read with interest the article by Salama et al. [1], whopneumonia (SCAP) who require intubation reportedly ranges from
reported that the safety and efficacy of radiology-guided drainage29% to 81% [3], and these patients present a unique set of therapeu-
of hydatid cysts and injection of scolicidal agents have been dem-tic and diagnostic challenges. Despite these findings, Berk specu-
onstrated in a few cases. In our opinion, they have greatly underes-lates on the causes of a ‘‘high death rate’’ (13 of 28; [2]) among
timated the number of those cases since they did not cite severalelderly patients with severe pneumonia due to Streptococcus pneu-
references that were published on this topic [2–5]. Indeed, moremoniae. Although therapy was not standardized in our multicenter
than 1,000 abdominal (mostly hepatic) hydatid cysts have thus farstudy [2], only one patient with S. pneumoniae pneumonia received
been treated with use of these methods. Moreover, these methodsceftazidime, and he recovered and was discharged from the inten-
are gaining in popularity, as has been demonstrated by WHOsive care unit.
(World Health Organization) recommendations and unpublishedFinally, the 1993 recommendations of the ATS for treatment of
correspondence from colleagues; in addition, several reports onSCAP include the use of a macrolide plus an antipseudomonal
these methods will be presented in upcoming congresses. In fact,cephalosporin or imipenem or ciprofloxacin [1]. I agree with Berk
we have been designated by the WHO Informal Group on Echino-that ceftazidime (or ceftizoxime) should not be used as therapy for
coccosis to collect reports in this area from all researchers.penicillin-resistant pneumococcal pneumonia. Given the current

Salama et al. note that the ‘‘viability of the parasites by observa-situation in Spain, the addition of erythromycin to a regimen of
tion of flame cell activity and/or eosin exclusion was not deter-these cephalosporins may be of limited benefit because of the high
mined.’’ We believe that it is not sufficient to seek hydatid scolicesfrequency of erythromycin-resistant pneumococci.
microscopically only in unstained specimens and specimensOur results [2] emphasize that adequate coverage of pneumo-
stained with iodine and with hematoxylin and eosin (flame cellcocci should not be abandoned in an effort to extend coverage for
activity, vital, and supravital staining are required for a thoroughPseudomonas aeruginosa. In my opinion, only selected patients
examination). If only the procedures indicated by Salama et al.with serious underlying conditions predisposing to infection with
are used, a number of cases may not be properly diagnosed.this microorganism would need such regimens. Indeed, our group

We have found that high pressure inside the hydatid cyst is notand other investigators [4, 5] have previously reported that most
always an index of viability; in at least two of our cases, fluidpatients with SCAP should be treated empirically with erythromy-
gushed at puncture but there were no protoscolices. Therefore, wecin plus cefotaxime, ceftriaxone, or a b-lactam/b-lactamase in-
do not believe that high pressure is a completely reliable index ofhibitor.
the viability of the cyst.

Jordi Rello We believe that it is better to use a catheter than a needle to
Intensive Care Department, Hospital de Sabadell, Sabadell, aspirate large cysts (ú7 cm in diameter); in this way, more material

Barcelona, Spain can be aspirated with greater ease. In addition, leaving the catheter
in situ also allows one to check for protoscolices after reaspiration

References of the scolicidal agent and to repeat the injection if viable proto-
scolices are left in the cavity; the injection can be repeated until1. Niederman MS, Bass JB, Campbell GD, et al. Guidelines for the initial

management of adults with community-acquired pneumonia: diagnosis, the protoscolices completely disappear.
assessment of severity, and initial antimicrobial therapy. Am Rev Respir Salama et al. do not mention determining the level of electrolytes
Dis 1993;148:1418–26. in the fluid as a way to diagnose the possible parasitic nature of

2. Rello J, Rodriguez R, Jubert P, Alvarez B, the Study Group for Severe the cyst [6]. This is important because a parasitic cyst without
Community-Acquired Pneumonia. Severe community-acquired pneumo- scolices can be found at first aspiration, but if electrolyte determi-
nia in the elderly: epidemiology and prognosis. Clin Infect Dis 1996;23:

nation is suggestive of hydatid fluid, the scolices are likely to
723–8.

appear in the reaspirated fluid after the first alcohol injection.3. Ortqvist A. Initial investigation and treatment of the patient with severe
Electrolyte determination should be part of the differential diagno-community-acquired pneumonia. Semin Respir Infect 1994;9:166–79.
sis, and this can be done only with use of PAIR. The acronym4. Moine P, Vercken JB, Chevret S, Chastang C, Gajdos P, the French Study
‘‘PAIR’’ is derived from the steps involved in this procedure:Group for Community-Acquired Pneumonia in the Intensive Care Unit.

Severe community-acquired pneumonia: etiology, epidemiology and P stands for puncture of the cyst under ultrasonographic guidance,
prognosis factors. Chest 1994;105:1487–95. A for aspiration of the hydatid fluid, I for injection of scolicidal

5. Rello J, Quintana E, Ausina V, Net A, Prats G. A three-year study of severe agents into the cyst cavity, and R for reaspiration of the solution
community-acquired pneumonia with emphasis on outcome. Chest 1993; without drainage.
103:232–5. Salama et al. do not mention pre-PAIR endoscopic retrograde

cholangiopancreatography (ERCP) and postaspiration roentgeno-Reprints or correspondence: Dr. Jordi Rello, Intensive Care Department,
graphy of the cyst with contrast to rule out possible connectionsHospital de Sabadell, Parc Tauli S/N, E08208 Sabadell, Barcelona, Spain.

E-mail: JRELLO@SIBERIA.CHPT.ES. of the cyst with the biliary tree. In fact, if connections with the
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cysts: report of 11 patients with 13 cysts [abstract 25b]. In: XVII Interna-biliary tree are discovered by ERCP, the patient does not have to
tional Congress of Hydatidology (Limassol, Cyprus). 1995.undergo PAIR; looking for bile-stained fluid in the cysts is not

6. Livraghi T, Bosoni A, Giordano F, Lai N, Vettori C. Diagnosis of hydatidenough because some connections with the biliary tree appear only
cyst by percutaneous aspiration: value of electrolyte determinations. Jafter partial collapse of the cysts. This is why we also perform
Clin Ultrasound 1985;13:333–7.

roentgenography of the cyst after the first aspiration of the fluid.
7. Giorgio A, Tarantino L, Francica G, et al. Unilocular hydatid liver cyst:

With regard to hypertonic saline vs. alcohol as scolicidal agents treatment with US-guided, double percutaneous aspiration and alcohol
for the treatment of hepatic hydatid cysts, it is still difficult to say injection. Radiology 1992;184:705–10.
which is preferred. First, saline can induce chemical cholangitis 8. Bean WJ, Rodan BA. Hepatic cysts: treatment with alcohol. AJR 1985;
just like alcohol when there is a connection with the biliary tree. 144:237–41.

9. Force L, Torres JM, Carrillo A, Buscà J. Evaluation of eight serologicalSecond, Salama et al. quote Giorgio et al. to support their opinion
tests in the diagnosis of human echinococcosis and follow-up. Clin Infectthat saline is safer than alcohol; however, Giorgio et al. do not
Dis 1992;15:473–80.aspirate alcohol after injection but instead leave it inside the cyst

cavity [7]. We believe that this procedure is both useless and
Reprints or correspondence: Dr. Carlo Filice, Division of Infectious andrisky since alcohol is known to kill cells—and, in our experience,

Tropical Diseases, IRCCS ‘‘S. Matteo,’’ University of Pavia, Via Taramelliscolices—after 3 minutes of contact [8].
8, 27100 Pavia, Italy.

Salama et al. do not mention whether they determined titers of
Clinical Infectious Diseases 1997;25:169–70antibodies to Echinococcus granulosus during follow-up of their
q 1997 by The University of Chicago. All rights reserved.

patients. Although it is still unclear which serological tests should 1058–4838/97/2501–0038$03.00
be performed during follow-up of patients with hepatic hydatid
cysts, recent studies indicate that patients who are clinically cured
are much more likely to have a gradual decrease in immunologic

Replyresponse than are those who are still infected [9]. Serology should
be performed during follow-up of these patients.

SIR—I truly appreciate the remarks by Drs. Filice and Brunetti,Follow-up of patients with hepatic hydatid cysts should include
and in principle we agree with them. Our paper was published asCT as well as ultrasonography. It is important to rule out hydatid
a short clinical article, and thus we were limited—and wished tocysts in extraabdominal sites that can occur as secondary echino-
limit ourselves—to only a few references that were readily avail-coccosis years after PAIR is performed to ensure the safety of this
able to those interested in reading further about the subject. Theprocedure.
first author, Dr. Hosny Salama, has notable skills in both abdominalIt is not clear why Salama et al. did not continue prophylaxis
ultrasonography and in needle aspiration of the liver; these skillswith albendazole after the first eight patients were treated; this is
were used to treat patients with hepatic hydatid cysts.indeed a risky policy, especially when the two most important

Salama et al. showed that the PAIR technique was effective andcomplications of PAIR and the main reasons for opposition to this
safe in experienced and skilled hands in the outpatient setting andprocedure are the risk of anaphylaxis and spillage of hydatid fluid
that it was suitable for managing patients with hepatic hydatid cystsinto the peritoneum. Although no case of peritoneal dissemination
in developing countries. Your recommendations are appropriate forhas been reported so far (some of our patients have been followed
the University of Pavia and would have been useful, althoughup as long as 8 years), at least one case of reversible anaphylactic
markedly increasing the cost and lengthening the procedure, in hisshock after PAIR has been reported (by Bastid et al. [4]). There-
clinic in Cairo. You recommend additional procedures that includefore, it is necessary to insure that this procedure is performed in
testing of the removed hydatid fluid, use of a catheter to drainthe safest manner possible.
large cysts, endoscopic retrograde cholangiopancreatography, and
cystography for better visualization before and after drainage. YouCarlo Filice and Enrico Brunetti
also recommend serology as part of the follow-up and prophylaxisDivision of Infectious and Tropical Diseases, IRCCS ‘‘S. Matteo,’’
with albendazole (I assume).University of Pavia, Pavia, Italy

These procedures, however, could not give better results than
those obtained by Salama et al. He used hypertonic saline instead

References of alcohol as the scolecidal agent because it was readily available
and because limited evidence suggested that it might be safer than1. Salama H, Abdel-Wahab MF, Strickland GT. Diagnosis and treatment of
alcohol. His patients were not treated with albendazole becausehepatic hydatid cysts with the aid of echo-guided percutaneous cyst punc-

ture. Clin Infect Dis 1995;21:1372–6. they could not afford to purchase it and because it was not readily
2. Acunas B, Rozanes I, Çelik I, et al. Purely cystic hydatid disease of the available on the local market. However, we recommended this

liver: treatment with percutaneous aspiration and injection of hypertonic drug be given in the discussion section of our paper.
saline. Radiology 1992;182:541–3. There has been considerable and harsh resistance to closed nee-

3. Xiaozhi W, Yongshou L, Sheng F, et al. Clinical treatment of hepatic and dle drainage of hydatid cysts from some experts. A recent review
abdominal hydatidosis with percutaneous puncture drainage and curet-

of the treatment of parasitic diseases still considers surgical re-
tage: report of 869 cases. Chinese Journal of Parasitology and Parasitic

moval as standard therapy for hydatid cysts, although it mentionsDiseases 1994;12:285–7.
that percutaneous drainage combined with albendazole therapy4. Bastid C, Azar C, Doyer M, Sahel J. Percutaneous treatment of hydatid
‘‘has been successfully used to treat hepatic hydatid cysts’’ [1].cysts under sonographic guidance. Dig Dis Sci 1994;39:1576–80.
Therefore, your comments are appreciated and you are urged to5. Yasawy MI, Al Karawi MA, Mohamed AE, Mohamed SA, Sammak B,

Haddad M. Percutaneous aspiration (PCA) and drainage of liver hydatid publish your extensive experience in peer-reviewed medical jour-
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