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reflects social factors rather than healing, and the proportion of patients 
walking may be distorted by the inclusion of a number of bed-bound 
bilateral amputees who are unlikely to walk. For these reasons I think 
that time to final limb fitting is the most useful easily measurable 
variable, though it would be useful to have also a measure of 
rehabilitation and mobility. Because of the vagaries of deliveries and 
transport I found that the date at which the limb was ordered to be the 
most reliable indicator of stump shape and healing. 

Specific advantages of the skew flap technique noted were that there 
were no problems with the persistent indolent anterior ulcer sometimes 
found with the long posterior flap technique, even in the patients with 
delayed healing; this may be because the skin suture line does not overlie 
the muscle-to-periosteum suture line. If the stump required revision then 
this could be done keeping the basic structure of the amputation intact, 
as previously reported’. In two cases with healed incisions it proved 
possible to use the skew flap technique without altering the shape of the 
flaps. With the accurate measurement and planning integral to the 
technique it has been easy to teach, with consistent results, and this 
together with the subjective evidence from the limb fitters (who feel that 
it produces a better shaped stump earlier) are good reasons for its 
adoption. 

It will be interesting to see the results of the prospective randomized 
controlled trial, but I suspect that true matching will be very difficult, 
since some surgeons are likely to be more enthusiastic and better at one 
technique than another. One of the reasons that better results are being 
reported, compared with historical controls, must be that increasing 
interest is now being shown in providing patients with a good stump, 
and it is more widely recognized that it is not an operation to delegate. 
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Pre-operative albendazole therapy and 
hydatid cysts 
Sir 
We were interested in the recent report by Dr D. L. Morris (Br J Surg 
1987; 74: 8054)  indicating that 4 weeks treatment with albendazole 
appears adequate to kill the protoscoleces within hydatid cysts, as 
assessed by specimens removed at subsequent surgery. Our results have 
been less encouraging. 

Four of our patients with hydatid cysts have received albendazole at 
a d6se of 400mg every 12h, and subsequently undergone surgery. 
Viability of protoscoleces in cyst fluid was determined by microscopy 
(for movement and flamecell activity) and by the pepsin digestion 
method’. Two patients had viable cysts at surgery. The last patient had, 
in addition, received a total of over 3.2 kg of mebendazole from 1976 to 
1986, and remains on albendazole at the time of writing. 

Viability 

Age/ Site of Diameter Therapy Micro- Pepsin 
sex cysts (cm) (weeks) scopy digestion 

25 F Abdominal, 
- - pelvic 10 4 

pelvic 2 12 

paraspinal 5 7 + + 

45 M Hepatic 14 12 + + 
35 M Abdominal, 

33 M Spinal, 
- - 

Erratum 

We agree that albendazole is a promising agent against Echinococcus 
granulosus, and that its pre-operative use may make surgery much safer. 
Its action in such relatively short courses, however, may be to sterilize 
the cyst temporarily but not to kill it. It would be premature to conclude 
that albendazole replaces surgery as the treatment of choice for hydatid 
disease. Nor do we yet know for how long the drug should be given for 
maximum pre-operative benefit, or in an attempt to cure, when surgery 
is not possible. 
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Author‘s reply 

Sir 
The experience of Dr Davidson and colleagues is certainly most 
relevant; only two out of four of their cysts were dead. 

In our patients microscopy/eosin exclusion and gerbil 
intraperitoneal inoculation were used and we did find 3 out of 16 cysts 
to be viable. I am sure that further work is required-it is not important 
to establish the viability rate of untreated cysts (not all symptomatic 
cysts are viable). Similarly, I am sure from our in uitro and animal work 
that, whilst albendazole is active in both Echinococcus granulosus and E .  
rnultilocularis, treatment for 1 month will not kill every cyst in every 
patient and I would not advocate such a short course for the primary 
medical treatment of hydatid disease. 

Apart from knowing if albendazole reduces viability of the 
protoscoleces within hydatid cysts in man we must address the practical 
problem of postoperative recurrence; any course of treatment should be 
simple, short and safe if it is to be remotely practical. 

I am undecided on the optimal time for such prophylaxis: in the pre- 
operative setting the drug has to penetrate the cyst and there is often a 
huge amount of parasitic material present; postspillage prophylaxis has 
advantages in that protoscoleces in the peritoneum are much easier for 
the drug to reach and even 7 days postspillage therapy considerably 
reduces subsequent cyst formation in animals’, but this must be given 
immediately following spillage’. Any trial of postoperative prophylaxis 
would need to use recurrence as its end point and as only 10 per cent will 
recur and perhaps not for 5-20 years this is not a trial that I can do. 

To date 15 patients have been entered in a UK randomized pre- 
operative study (untreated controls). Viability data should give us a real 
answer to whether it works or not. I hope that all those interested will 
consider entering patients so that we can resolve this issue. 
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‘Platelet aggregation on peritoneal tube grafts and double velour grafts in the inferior vena cava of the pig’, by Else B. Ribbe, B.-A. Jonsson, L. E. H. 
Norgren, S.-E. Strand and J. L. Thorne, Br J Surg 1988; 75: 81-85, page 85, line 13: for ‘the former authors used cranial end-to-end anastomoses’ read 
‘the former authors used cranial end-to-side anastomoses’. We apologize for this error. 
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