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clarify if they submitted the protocol and got clearance 
from the Human Research Ethics Committee before the 
32 control and 33 study patients, or after the 32 control 
but before the 33 study patients were enrolled. 

We would like the authors to clarify if they used 
cyclophosphamide only if there was clear evidence 
of pulmonary alveolar hemorrhage, or if they used it 
for all patients with severe pulmonary involvement 
in leptospirosis. A Murray ALI score of ≥ 2.5 could be 
due to alveolar hemorrhage or due to non hemorrhagic 
conditions like ARDS, pulmonary edema, atelectasis and 
secondary bacterial pneumonia. Could the authors specify 
which criteria they used for identifying the subgroup 
of those with pulmonary alveolar hemorrhage from 
patients with other forms of pulmonary complications 
secondary to leptospirosis. 

We would also like to authors to give us information 
regarding the severity of illness and the need of 
standard critical care in these patients. We note that 
NIV was used in all patients. We would like further 
information as to how may in each group got intubated, 
how many needed invasive hemodynamic monitoring 
and inotropes or pressors. We note that none received 
renal replacement therapy. Could the authors give more 
information about this considering that there was an 
80% renal involvement in both groups, and the overall 
mortality was 40/65. We would also appreciate it if any 
of the authors could give us a more defi nite end point, 
like 28 day mortality, rather than the follow-up only 
till the counts returned to normal or the patient was 
discharged from hospital. 

We feel that the concept of using cyclophosphamide 
for alveolar hemorrhage in leptospirosis has potential 
but would like more complete data before we start using 
this promising approach. 
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Critical care issues in 
liver transplantation

Dear Editor,
I read with keen interest the review by Gopal et al. in the 

journal.[1] I am grateful for their great review. However, 
I would like to make some comments.

First, there are recent reports that demonstrate the 
superiority of quadruple or triple immunosupression 
versus traditional approach in terms of effi cacy and 
safety.[2] This positive outcome is mainly related to 
the use of tacrolimus as the cornerstone within the 
immunosuppressive treatment.[3]

Second, in areas where Chagas disease is endemic, with 
migratory fl ows, reactivation should be considered when 
the donor has Latin-American origin, nowadays this 
complication has been recognized in USA and Europe.[4-5]

Third, the authors missed the important issue 
that transplant recipients may develop severe 
infection with Streptococcus pneumoniae, even in the 
early postransplant period.[6] Vaccination has been 
recommended in heart, renal and liver recipients. 
Available vaccines are the 23-valent polysaccharide and 
the hepta- and decavalent protein conjugate.[7]
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