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S52]. The administration of any drug to

a patient primarily for the purpose of ben-

efiting others raises important ethical is-

sues. Although oseltamivir is generally well

tolerated, mild adverse gastrointestinal ef-

fects are common, and recent reports have

raised concerns regarding the potential for

serious neuropsychiatric effects, although

these have been observed principally in

children and young people [2]. In the con-

text of a recommendation that may sug-

gest administration of oseltamivir or, in-

deed, any medication to a patient with a

view to protecting health care workers and

other patients from infection, it seems ap-

propriate to discuss the ethical issues

raised by such a practice, and we would

welcome the authors’ observations. Would

informed consent be appropriate?
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Reply to Collins et al. and to
Singh

To the Editor—Collins et al. [1] raise

an interesting ethical issue regarding the

use of antiviral medication for the treat-

ment of influenza. As with many decisions

in medicine, a risk-benefit analysis must

be made; this is certainly the case here.

The recommendation in the commu-

nity-acquired pneumonia guidelines [2]

regarding antiviral therapy was made in

the context of patients with positive influ-

enza culture or rapid antigen detection test

results who also have radiographic evi-

dence of an infiltrate. The ability to dis-

tinguish between influenza-related pneu-

monia and bacterial pneumonia that is

complicating influenza is very limited.

Conversely, antiviral agents have never

been prospectively studied for treatment

of purely influenza-related pneumonia

(i.e., influenza-related pneumonia that has

not yet been complicated by a bacterial

infection). In this situation, a risk-benefit

analysis of antiviral treatment must be per-

formed; it would seem reasonable to add

decreased viral shedding to the benefit side

of the ledger.

However, a case could also be made that

the ethical concern raised by Collins et al.

[1] could be applied to the treatment of

uncomplicated influenza. In studies that

suggest the benefit of administering anti-

viral treatment [3–5], the time to cessation

of viral shedding was one of the secondary

end points and does, therefore, factor into

the recommendations for treatment of in-

fluenza. However, uncomplicated influ-

enza is generally a self-limited disease, and

the marginal symptomatic benefit to be

gained from antiviral therapy by an in-

dividual patient could probably be equaled

by treatment with antipyretics and anal-

gesics. Therefore, decreasing the risk of

spread of disease to close contacts is one

of the major reasons to treat outpatients.

Conversely, an outbreak of influenza in a

hospital, long-term care facility, retirement

home, or other similar facilities could be

devastating, resulting in significant mor-

bidity and mortality. The use of chemo-

prophylaxis is one way of helping to pre-

vent and control influenza; if the exposed

population has not been vaccinated, then

chemoprophylaxis is the only option.

Most patients understand that they may

be a risk to others, and choose to take the

antiviral agent partly for that reason. The

concern of Collins et al. [1] does reinforce

the need to clearly discuss the indications,

risks, and benefits of interventions, in-

cluding antiviral therapy.

We would also like to thank Singh for

his letter [6]. He has raised a number

of issues, which we will respond to

individually.

1. That these guidelines [2] may not

pertain to developing countries where tu-

berculosis is rampant: we agree whole-

heartedly with this statement. The guide-

lines were written by North American

physicians, with assistance from Dr. Torres

from Europe, with the intent of providing

treatment recommendations to physicians

who are practicing primarily in the United

States. It was never our intent for these

guidelines to be adopted by other coun-

tries, whether in Europe, Asia, Africa, or

elsewhere. We have based our recommen-

dations, as much as possible, on epide-

miologic and resistance data, as well as on

patterns of practice that are prevalent in

the United States. In fact, we specifically

state that “these guidelines are oriented

toward the United States and Canada” [2,

p. S32].

2. That the guidelines [2] advocate

the use of fluoroquinolones for almost all

categories of patients who have commu-

nity-acquired pneumonia: this is most def-

initely not the case. In fact, we were at-

tempting to provide as reasonable a choice

of antimicrobial agents as is possible, given

our knowledge of the epidemiologic and

resistance data that are available across the

United States. Specifically, we tried to

deemphasize the use of fluoroquinolones

in outpatients who do not have risk factors

for b-lactam or macrolide resistance. For

inpatients, therapy with a b-lactam plus a

macrolide is offered as a legitimate alter-

native for patients who are not in the in-

tensive care unit, as well as for certain pa-

tients who are in the intensive care unit.

3. Regarding the claim that fluoro-

quinolones are potent antimycobacterial
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agents: Singh [6] raises a number of good

points. However, we must point out that

we were attempting to prepare guidelines

for the initial management of community-

acquired pneumonia and not a detailed

textbook that deals with every eventuality

and situation. In North America, the in-

cidence of Mycobacterium tuberculosis in-

fection as a cause of community-acquired

pneumonia is substantially lower than it

is in India. Not every pathogen can be

covered in detail in a guidelines; we refer

to epidemiological conditions and/or risk

factors related to specific pathogens in

cases of community-acquired pneumonia,

including M. tuberculosis, in table 8 [2, p.

S46].

Overall, the principal issue in North

America, as well as in India, is not the

empirical use of fluoroquinolones, but

rather the lack of suspicion of tuberculosis.

For this reason, the guidelines emphasize

increased diagnostic testing when patients

have risk factors for pathogens that are not

adequately covered by empirical treatment

regimens (table 5 [2, p. S40]). In fact, be-

cause of its inherent activity against M.

tuberculosis, empirical use of a fluoro-

quinolone to treat possible bacterial pneu-

monia while awaiting tuberculosis smear

and culture results may actually be ben-

eficial in a patient who is at risk for both

tuberculosis and bacterial pneumonia.

The critical problem, which Singh [6]

rightly points out, is to not assume that

improvement observed following admin-

istration of a fluoroquinolone means that

tuberculosis is not the cause of illness. We

also strongly agree that widespread and

indiscriminate use of fluoroquinolones

will result in quinolone-resistant organ-

isms, including M. tuberculosis. However,

the greatest risk lies not in the appropriate

use of fluoroquinolones for the treatment

of true community-acquired pneumonia,

but in their use to treat many nonbacterial

upper respiratory tract infections.
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Point-of-Use Water Filtration
Complements Systemic
Treatment to Reduce Health
Care–Associated
Legionnaires Disease

To the Editor—In their brief report,

Modol et al. [1] adeptly summarized many

of the difficulties associated with prevent-

ing health care–associated legionnaires

disease (HALD). The authors’ observa-

tions illustrate the problems associated

with the maintenance of adequate chlorine
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