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for Bacterial Diseases,” which the FDA, the

National Institute of Allergy and Infec-

tious Diseases (NIAID), and the IDSA cos-

ponsored. Slides and video of the work-

shop presentations are freely available on

the IDSA Web site [6].

Although we may disagree with Out-

terson et al [4] on how best to prioritize

resistance funding, we are in full agree-

ment that new funds are desperately

needed. In recent months, the IDSA has

urged Congress to substantially increase

federal funding in this area. We called for

an additional $36 million to strengthen the

FDA’s antibacterial resistance and drug re-

view programs, as well as the FDA’s new

regulatory science efforts specific to anti-

bacterials; a major increase in funding for

the NIAID’s antibacterial resistance and

drug discovery and development research

efforts from approximately $200 million

to $500 million; and a nearly 3-fold in-

crease for the Centers for Disease Control

and Prevention’s public health efforts to

$40 million.

Last, we appreciate the endorsement by

Burgess et al [7] and the Society of Infec-

tious Diseases Pharmacists (SIDP) of the

10 � ‘20 initiative. Pharmacists with train-

ing in infectious diseases play a key role

in antibiotic stewardship programs in

many medical centers. As such, the IDSA

supports the efforts of the SIDP to ensure

continued postgraduate training of phar-

macists in the safe and effective use of

antimicrobials.

As the IDSA advocates for adoption of

the 10 � ‘20 initiative, enactment of the

STAAR Act, appropriate agricultural uses

of antibiotics, and for funding to support

research and other related work, we hold

closely the principles that antibiotics are a

gift to us from prior generations and that

we have a moral obligation to ensure that

this global treasure is available for our chil-

dren and future generations.
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Treatment Recommendations
for Patients
from the Community:
Concerns Regarding the New
Guidelines for Treatment
of Intra-Abdominal Infection

To the Editor—I have read the Infec-

tious Diseases Society of America’s new

guidelines for treatment of intra-abdom-

inal infection [1] with interest, and I have

concerns regarding the treatment of pa-

tients from the community with broad-

spectrum agents—in particular, with the

suggestion that ertapenem and tigecycline

be considered treatment options for mild-

to-moderate infection, the suggestion that

carbapenems be used for treatment of se-

vere infections (Table 2 from the guide-

lines), and the recommendation to avoid

using ampicillin-sulbactam empirically.

Extended-spectrum b-lactamases (ESBLs;

from Escherichia coli or Klebsiella species)

should not be covered empirically in any

infectious disease, especially if patients are

from the community, unless the patient

has a history of infection with such or-

ganisms, the patient has health care–as-
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sociated risk factors, or local epidemio-

logical data suggest otherwise. To my

knowledge, there have been no published

studies of increasing rates of community-

acquired ESBL infection among patients

with intra-abdominal infection from the

United States who have had culture sam-

ples obtained !48 h after hospital admis-

sion and who have been screened for hos-

pital-associated risk factors. Patients

should be treated with antibiotics that

cover the most likely organisms for that

particular patient’s risk factors, for that

given disease state, in most instances.

The guidelines cited Paterson et al [2]

to provide evidence in support of ESBL

coverage for patients from the commu-

nity. Paterson and colleagues tested iso-

lates recovered from patients in 5 coun-

tries, showing that 5% of E. coli isolates

and 8% of Klebsiella isolates were ESBL

producing, for cultures of samples ob-

tained !48 h after hospital admission. The

authors only looked at the time to positive

culture results and not at the patients’ his-

tories or recent hospital admissions, which

is a significant limitation to this study.

Furthermore, the article does not have

data pertaining to isolates recovered !48

h after admission in the United States

alone and only reports overall data in the

United States: 3% of E. coli isolates and

7% of Klebsiella isolates are ESBL pro-

ducing. If 95% of community-acquired E.

coli isolates are non-ESBL producing

strains worldwide, it should not be rec-

ommended to treat patients from the

community with antibiotics that cover

ESBL.

The guidelines also cite Mosdell et al

[3] as part of the evidence for and sum-

mary of data on treatment of community-

acquired infections with high severity. This

reference did not suggest using carbape-

nems for treatment of severe community-

acquired disease. The authors showed a

benefit associated with use of single broad-

spectrum agents initially in treating pa-

tients with community-acquired perito-

nitis, compared with use of multiple

agents and/or switches in therapy; how-

ever, most patients in that study received

ampicillin-sulbactam or cefoxitin. This

study by Mosdell and colleagues is a ret-

rospective chart review from 1987 from 5

hospitals in New Mexico. I have not found

any evidence or other references that sup-

port use of a carbapenem over any other

b-lactam antibiotic to improve outcomes

in patients with severe community-ac-

quired disease. Although this practice does

exist and is appropriate at times, such as

in patients with septic shock and/or un-

known medical history with a severe life-

threatening infection, it should not be rec-

ommended in a nationally published

guideline as a treatment option. Further-

more, the definition of high severity from

Table 2 appears to incorporate most cases

in admitted patients: severe physiological

disturbance, advanced age, and/or an im-

munocompromised state. In clinical prac-

tice, this definition translates into use of

broader-spectrum agents for elderly per-

sons; for patients with human immuno-

deficiency virus infection or cancer; for

patients with myocardial infarction, hy-

potension, or atrial fibrillation; or for pa-

tients with any other severe physiological

disturbance.

There appears to be little evidence to

support the recommendation to avoid ad-

ministering ampicillin-sulbactam to pa-

tients from the community. Studies that

report ampicillin-sulbactam susceptibility

data (40%–60%) usually incorporate all

culture data together and do not report

community versus hospital susceptibilities

separately [4–6]. The study by Paterson et

al [2] used in the guideline to support this

recommendation did not include ampi-

cillin-sulbactam susceptibility data: this

agent was not tested in the 2003 SMART

study. However, there are other SMART

studies that report data on E. coli suscep-

tibility to ampicillin-sulbactam (54%–

60%) in cultures performed !48 h after

hospital admission, although these studies

do not include country-specific data for

these cultures [7, 8]. To make this rec-

ommendation, the references for ampicil-

lin-sulbactam susceptibility should reflect

only isolates from the United States re-

covered !48 h after hospital admission.

The guidelines [1] also suggest coverage

for methicillin-resistant Staphylococcus au-

reus (MRSA) with tigecycline in patients

from the community. To my knowledge,

there are no studies that have reported an

increase in community-acquired MRSA

intra-abdominal infections nationwide.

Community patients should not be cov-

ered empirically for MRSA unless the pa-

tient has a history of infections with this

organism or unless there is a high suspi-

cion (eg, from imaging or culture data or

because of an abscess) of an infection as-

sociated with this organism.

The overuse of antibiotics has greatly

contributed to the emergence of multi-

drug-resistant organisms. There is a sig-

nificant disconnect between what the text

of the guidelines discusses and what the

tables suggest. The text of these guidelines

address my concerns about use of broad-

spectrum agents in patients from the com-

munity and expresses the resistance issues

associated with their use, but this is clearly

not reflected in Table 2. In my opinion,

many non–infectious diseases health care

providers, residents, and other profession-

als may only briefly read the text or not

read it at all; many will focus on the tables

for treatment recommendations. Finally,

guidelines with these types of recommen-

dations will cripple any chances for an in-

stitution to implement and maintain a

strong antibiotic stewardship program.
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Empirical Enterococcal
Coverage for Complicated
Intra-Abdominal Infection

To the Editor—All new or updated In-

fection Diseases Society of America (IDSA)

guidelines allow us to be in a privileged

position to take advantage of an author-

itative review of current knowledge and

best practices on a given topic. The recent

IDSA guidelines on the diagnosis and

management of complicated intra-ab-

dominal infection in adults and children

[1] are no different, and I commend the

authors for the amount of work that was

necessary to write the manuscript.

However, on the topic of empirical en-

terococcal coverage for abdominal infec-

tions, there are some inconsistencies that

should be addressed to clarify the rec-

ommended approach. Whether entero-

cocci are significant pathogens in intra-

abdominal infections has been a matter of

much debate and research. On one hand,

there have been several well-designed trials

showing no clinical benefit associated with

empirical enterococcal coverage [2, 3].

Conversely, prospective trials have dem-

onstrated increased mortality among pa-

tients with documented enterococcal in-

fection, particularly in those patients with

health care–associated intra-abdominal

infection [4, 5]. On the basis of these data,

I agree with the position stated on pages

150 and 151 of the guidelines that it seems

reasonable and appropriate to provide em-

pirical enterococcal coverage both for

high-risk community-acquired intra-ab-

dominal infections and for all health care–

associated intra-abdominal infections.

Recommendations at odds with the

above are, however, to be found in Table

2 of the guidelines, in which “Cefepime,

ceftazidime, ciprofloxacin, or levofloxacin,

each in combination with metronidazole”

are suggested as appropriate regimens for

high-risk, community-acquired intra-ab-

dominal infections. These regimens pro-

vide no—or, in the case of levofloxacin,

extremely poor—enterococcal coverage.

This is clearly inconsistent with the state-

ment in point 42: “Empirical use of agents

against enterococci is recommended” [1,

p 136].

Along the same lines, point 34 states

that “Empiric coverage of Enterococcus is

not necessary with community-acquired

intra-abdominal infection” [1, p 136].

This is under the heading of mild-to-mod-

erate infections and is therefore congruent

with the rest of the guidelines. Neverthe-

less, for clarity, this statement should

probably be revised to state, “Empiric cov-

erage of Enterococcus is not necessary with

mild-to-moderate community-acquired in-

tra-abdominal infection.”

Similar issues can be found in the rec-

ommendations for healthcare-associated

infections. Table 3 offers “Ceftazidime or

cefepime, each with metronidazole” for

the aforementioned indication in institu-

tions with a low prevalence of multidrug-

resistant infections with gram-negative or-

ganisms. This is at odds with the statement

in point 55: “Empiric anti-enterococcal

therapy is recommended for patients with

health care–associated intra-abdominal

infection, particularly those with post-

operative infection, those who have pre-

viously received cephalosporins or other

antimicrobial agents selecting for Entero-

coccus species, immunocompromised pa-

tients, and those with valvular heart dis-

ease or prosthetic intravascular materials”

[1, p 137].

These incongruities do not detract from

the overall quality of the guidelines. In my

opinion, an update to clarify these points

would, nonetheless, be welcomed.
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