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Letters to the Editor

Screening for cryptosporidial infection

We agree with Casemore et al1 2 and suggest
that routine laboratory investigation of
gastrointestinal infection in children, and
immunocompromised patients especially,
should include screening for Cryptospori-
dium. In view of the increased reporting of
this parasite over the past few years we
decided to look at the incidence of Crypto-
sporidium in faecal samples received in our
laboratory over four months. Several groups
have compared different screening methods
for this organism,` and after reviewing
these, we decided to use the phenol auramine
stain4 as our screening procedure with a
modified Ziehl-Neelsen stain2 for
confirmation of the presence of crypto-
sporidial cysts.
A total of 986 consecutive faecal samples

obtained from 741 patients and submitted to
our laboratory for bacterial culture and
parasite investigations were screened for
Cryptosporidium during the period June to
October 1985; the specimens represented
both inpatients and those in the local com-
munity. The parasite was found in the faeces
of 20 patients, giving an incidence of 2-7%,
which compares favourably with other
series.' Interestingly, Cryptosporidium was
the third most common pathogen detected in
this series (table 1).

Table 1

Pathogen No ofpatients

Campylobacter sp 37
Giardia lamblia 21
Crypiosporidium 20
Salmonella sp 19
Shigella sp 9
Aeromonas sp 5
Entamoeba histolytica 5
Ascaris lumbricoides 3
Ancylostoma duodenale I
Taenia saginata I
Trichuris trichuria I

The age distribution of the 20 cases fell
into two distinct groups: 12 cases (60%)
occurred in children under the age of 5 years,
and this follows the pattern seen elsewhere,
including the total number of reported
cryptosporidial infections for 1985 (Public
Health Laboratory Service and the Commu-
nicable Diseases Surveillance Centre) for
which 826 of a total of 1847 cases of infec-
tion were found in children under 5. The
remaining eight cases were found in the age
group 14-30 years.

Clinical details from the 20 patients were
reviewed. Two cases occurred in immuno-
compromised young adults. The first, a 22
year old woman with choriocarcinoma
receiving methotrexate chemotherapy,
developed watery diarrhoea together with
nausea, vomiting, and abdominal cramps
lasting 10 days, but this settled spontane-
ously. The second case occurred in a 29 year
old man with a-gammaglobulinaemia
receiving two weekly injections of gamma-
globulin. He presented with general malaise
and myalgia but there was no diarrhoea.
His faeces was also found to contain
Campylobacter jejuni and his symptoms
again settled without any specific treatment.
Two other mixed infections (one with
Salmonella brandenburg, the other with
Campylobacterjejuni) were discovered in the
18 immunocompetent cases. The isolation of
a second pathogen with Cryptosporidium has
been reported previously.6
Watery diarrhoea, never accompanied by

blood, was the most common presenting
feature but several other symptoms were
described (table 2).

Table 2

No of cases
Symptom (maximum = 20)

Diarrhoea 17
Nausea and vomiting 6
Fever 6
Abdominal pain 5
General malaise 5
Upper respiratory tract
symptoms 3

Headache I

The three cases in which upper respiratory
tract symptoms were described formed a
small subgroup because these patients did
not have diarrhoea. This suggests that either
the finding of Cryptosporidium in these
patients was incidental, indicating carriage
of the parasite only, or that cryptosporidio-
sis may present with disturbances in other
systems apart from the gastrointestinal tract.

Support for the second of these theories
was given by the fact that the parasite was no
longer found in faecal samples from the
three cases some two weeks after their symp-
toms had disappeared. Only two patients
gave a history of recent travel abroad to East
Africa and Ireland, respectively; there were
no cases in which a good epidemiological
link with animal contact could be made. One
brother and sister aged 2 and 3 1/2,
respectively, acquired symptoms at about
the same time, although a 20 year old man
developed diarrhoea with a flu like illness

one week after his girlfriend had suffered
similar symptoms. This supports the theory
that person to person spread of Cryptospori-
dium is perhaps more common than origi-
nally thought. One final interesting feature
from our group was that four patients had
suffered from intermittent diarrhoea for the
previous three months and for which no
pathogen had, until then, been found.

There is no doubt that immuno-
compromised patients with gastrointestinal
symptoms should be screened for Cryptospo-
ridium.7 Our work and that of others sup-
ports the view that screening for the presence
of this protozoal parasite should become
part of the routine investigation of gastro-
intestinal infection.8
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C-reactive protein concentration in suspected
bacteraemia

Early diagnosis and prompt treatment of
infection is essential, but microbiological
confirmation may often take 24 hours or
more. Fever is often indicative of infection
but may also occur in other conditions. A
sensitive method for the rapid early
detection of infection might be useful in
some febrile patients. There is currently a
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