Reply to Bellissimo-Rodrigues et al.

TO THE EDITOR—In the intensive care unit at my insti-
tution, surveillance cultures are used to guide the choice of
empirical antibiotic therapy.' This strategy is an alternative
to an approach in which ultra—broad-spectrum antibiotics
are initially used empirically, after which (if possible) an agent
with a narrower spectrum is administered once the causative
microorganism and its antibiogram are known.? In the June
2005 issue of the journal, my colleagues and I reported our
long-term experience with the use of routine surveillance
cultures in an intensive care unit by means of a study designed
to measure the value of this strategy in terms of the appro-
priateness of antibiotic therapy.’

Bellissimo-Rodrigues et al.* question the accuracy of our
analyses. First, they assume that a potential bias exists with
respect to the group of patients without prior colonization,
because it may have included patients who had been colo-
nized by an antibiotic-resistant gram-negative bacterium dif-
ferent from the one subsequently recovered from the blood.
Indeed, it seems logical that, in such situations, the empirical
regimen would be effective against the colonizing bacterium
and, therefore, increase the likelihood that appropriate an-
tibiotic therapy would be administered in the event that the
blood culture yielded another resistant microorganism. Thus,
the rate of appropriate antibiotic therapy might be falsely
high in this particular group. However, exclusion of these
patients would only strengthen the results, because the dif-
ference in the rate of appropriate antibiotic therapy between
patients with versus patients without prior colonization was
already statistically significant. Therefore, the potential bias
suggested by Bellissimo-Rodrigues et al.* could not alter the
final results.

A second concern raised by Bellissimo-Rodrigues et al.* is
the presence of producers of extended-spectrum (-lacta-
mases, which is indeed problematic with respect to judging
the appropriateness of antibiotic therapy. During the study
period, the susceptibility patterns of extended-spectrum 8-
lactamase—producing isolates were not altered, as determined
on the basis of the most-recent recommendations of the Clin-
~ ical and Laboratory Standards Institute (formerly known as
the NCCLS). However, as indicated in the article, at my in-
stitution ceftazidime resistance is a marker for extended-spec-
trum B-lactamase producers. When a ceftazidime-resistant
isolate is recovered, a warning is added to the microbiology
report stating that the patient is colonized or infected with
an extended-spectrum f-lactamase—producing bacterium. In
this way, possible misinterpretation of the appropriateness of
therapy can be avoided, although it remains a point of dis-
cussion in cases in which the empirical treatment consists of
antibiotics associated with B-lactamase inhibitors (including
piperacillin and tazobactam). In any case, I recognize that
the concern raised by Bellissimo-Rodrigues et al.* is pertinent
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in the sense that the definition of appropriate antibiotic ther-
apy given in the article was incomplete and did not represent
the true circumstances in which the results were obtained.
Appropriate therapy should have been defined as a regimen
that contains an antibiotic with in vitro and clinical activity
against the causative pathogen, which is the definition my
colleagues and I had used previously.>®

Stijn Blot, PhD

Prof. Blot is from the Intensive Care Department, Ghent University
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