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1579-2129/
© 2017 SEPAR. Published by Elsevier España, S.L.U. All rights reserved.

∗ Corresponding author.
E-mail address: milalionjanga@yahoo.com.br (E. Santos).

a EpiUnit – Instituto de Saúde Pública, Universidade do Porto, Porto,
Portugal
b Instituto Superior Politécnico da Universidade José Eduardo dos
Santos, Huambo, Angola
c Mathematics Department, Faculty of Sciences of the University of
Porto, Porto, Portugal
d Centre of Mathematics of the University of Porto, Porto, Portugal
e Departamento de Pneumologia, Centro Hospitalar de Vila Nova de
Gaia/Espinho, EPE, Vila Nova de Gaia, Portugal
f Departamento de Ciências da Saúde Pública e Forenses e Educação
Médica, Universidade do Porto, Porto, Portugal

Emília Santos,a,b,∗ Óscar Felgueiras,c,d Olena Oliveira,a
Raquel Duartea,e,f

Governo de Angola. Estratégia Nacional de Segurança Alimentar e Nutricional
(ENSAN) Luanda. 2009:87.
Ferreira ME. Angola: conflict and development, 1961–2002. Econ Peace Security
J. 2006;1:25–9.
WHO, Guidelines Approved by the Guidelines Review Committee. Implementing the WHO Stop TB Strategy: A Handbook for National Tuberculosis Control
Programmes. Geneva: World Health Organization Copyright (c) World Health
Organization; 2008, 2008.
World Food Program. After 30 years World Food Program ends food aid to
Angola. United Nations. 2006.
World Health Organization. Treatment of tuberculosis: guidelines. 4th ed.
Geneva, Switzerland: WHO; 2010. p. 160.
Cantalice Filho JP. Efeito do incentivo alimentício sobre o desfecho do tratamento de pacientes com tuberculose em uma unidade primária de saúde no
município de Duque de Caxias Rio de Janeiro. J Brasileiro Pneumologia. 2009;35:
992–7.
Ciobanu A, Domente L, Soltan V, Bivol S, Severin L, Plesca V, et al. Do incentives
improve tuberculosis treatment outcomes in the Republic of Moldova? Public
Health Action. 2014;4 Suppl. 2:S59–63.
Garden B, Samarina A, Stavchanskaya I, Alsterlund R, Ovregaard A, Taganova O,
et al. Food incentives improve adherence to tuberculosis drug treatment among
homeless patients in Russia. Scand J Caring Sci. 2013;27:117–22.

Scientific Letters / Arch Bronconeumol. 2018;54(3):159–172

The results of the treatment of 19 739 cases of TB were evaluated. In both periods, the median of therapeutic success (88% versus
60.5%, P=.001), the median of failure (0.3% versus 0.85%, P=.002)
and the median of dropouts (7.1% versus 34.25%, P=.001) were
significantly different. No difference was found in the deceased
(3.1% versus 3.7%, P=.073). The results of the patients’ treatment
are shown in Table 1.
Our study showed that between 2002 and 2008, when basic
food baskets were distributed to TB patients, the success rate of
treatment was higher than in the period from 2009 to 2014, when
there were no food baskets. With the removal of such incentives
to patients, there was a considerable increase in treatment withdrawal. Similar to our study, a study conducted in Afghanistan
found that the treatment success increased from the moment that
the WFP introduced food assistance to TB patients.4 In Brazil, the
provision of basic food baskets significantly increased adherence to
TB treatment.11 Other studies have also shown the positive impact
of incentives on patients’ adherence to TB treatment,12,13 taking
into account the socio-economic difficulties experienced by these
vulnerable groups.3
We assume that the incentive impact assessment in the outcome
of treatment in our study was limited to the analysis of grouped data
and that the sociodemographic and socioeconomic data of each
patient would need to be assessed for a more complete analysis.
However, our analysis strongly suggests the importance of incentives in patients’ adherence to treatment, and therapeutic success
against TB.
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S. aureus Pneumonia and Sternoclavicular
Septic Arthritis: An Unusual Complication夽
Neumonía por S. aureus y artritis séptica esternoclavicular, una
complicación insólita
To the Editor,
A rare complication of community-acquired pneumonia (CAP)
is septic arthritis (SA). This infection is exceptional, and does
not usually occur simultaneously with the acute process.1,2 It is
most commonly caused by Streptococcus pneumoniae.1,3 The joints
most often affected in these cases are the knee, the hip and the
shoulder.1,3 Most SA are caused by Staphylococcus aureus and Streptococcus, and develop in patients with predisposing risk factors.1–6
We report a case of pneumonia due to S. aureus, accompanied
simultaneously with a sternoclavicular septic arthritis (SSA) due
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Fig. 1. Pseudonodular image in the space between the first and second left costal arch (arrow), and simultaneous consolidation in the left lower lobe.

costal arch, and pulmonary consolidation with pleural effusion
in the left lower lobe (Fig. 1). Findings were confirmed on both
ultrasonography of the neck and bone scintigraphy. Ultrasoundguided fine needle aspiration and biopsy was performed, from
which S. aureus was isolated. The strain was resistant to ampicillin, and susceptible to erythromycin, gentamicin, clindamycin,
ciprofloxacin, levofloxacin, and cotrimoxazole. The same microorganism was isolated from the bronchoscopy samples. During
admission, intravenous ciprofloxacin and amoxicillin–clavulanic
acid were administered, in line with susceptibility results, and
improvement was observed in clinical symptoms, radiological
signs, and acute phase reactants. Drainage was not required. Treatment continued on an outpatient basis for another 40 days, with
complete resolution of the syndrome.
SSA is exceptional and accounts for only 1%–9%2,4 of SA, and
generally occurs in patients with debilitating risk factors and
immunosuppression.1–6 It is also unusual to see the simultaneous
development of SA in the acute period of an episode of pneumonia,
as it tends to occur later.1,2 In our patient, the SSA was attributed
to the bacteremic pneumonia, as the same microorganism was isolated. S. aureus pneumonia in a patient without risk factors is in
itself exceptional. The clinical picture of SSA, in contrast to our case,
is generally insidious, and presents with fever, pain in the shoulder,
and edema and erythema in the sternoclavicular joint.1,2,4–6 The
most widely used diagnostic test is ultrasound, although CT can
identify the degree of bone destruction, and scintigraphy is used
to delimit the inflammatory area and guide the biopsy and aspiration procedure. The definitive diagnosis depends on isolation of the
microorganism. This will indicate the appropriate antibiotic therapy, which should continue for at least 4 weeks in the absence of

Pediatric Interstitial Lung Disease: An Ongoing
Challenge夽
La enfermedad pulmonar intersticial en el niño. Todavía hoy un
reto diagnóstico
To the Editor,
Surfactant protein C deficiency causes interstitial lung disease
(ILD) of varying severity. Diagnosis in children is complex, due
to the rarity and heterogeneous clinical manifestations of this

夽 Please cite this article as: Moreno-Galarraga L, Díaz Munilla L, Herranz Aguirre
M, Navarro Jimenez A, Moreno Galdó A. La enfermedad pulmonar intersticial en el
niño. Todavía hoy un reto diagnóstico. Arch Bronconeumol. 2018;54:169–171.

complications.1–3,5,6 Surgical treatment is recommended in case of
extensive osteomyelitis, abscesses, empyema, or mediastinitis.1,4,5
In conclusion, pneumonia can unusually cause SA, and exceptionally SAA, and these entities may go unnoticed in the clinical context.
As this process is potentially disabling and possibly fatal, etiologic
diagnosis should not be delayed.
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entity.1,2 We report a case of this disease that was initially incorrectly diagnosed.
Our patient was a boy, born at term, with no significant history. At the age of 14–15 months, he was admitted twice due
to bronchiolitis caused by syncytial respiratory virus and bronchitis due to adenovirus. After the second admission, persistent
tachypnea, respiratory failure, and bilateral infiltrates on chest
X-ray were observed. Further examinations ruled out malformations, immunodeficiencies, pulmonary hypertension, and other
infections. Bronchoalveolar lavage was performed: cell count was
normal, with no eosinophilia, and negative Gram stain and microbiological cultures. Lung computed tomography (CT) showed a
diffuse ground glass pattern with hilar lymphadenopathies. Lung
biopsy was performed by thoracoscopy. The specimen was sent to a
reference laboratory, and the report described “changes associated
with bronchiolitis obliterans”. The patient was discharged at the

