Start Smart With
Antimicrobial Stewardship
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To the Editor—Bai et al reported a lower
in-hospital mortality in 847 patients with
Staphylococcus aureus bloodstream infections (SA-BSI) who received an infectious
diseases (ID) consultation within 7 days
of blood culture collection compared to
the other patients without ID consultation (21% vs 29%; P = .0451; odds ratio
[OR], 0.72; 95% conﬁdence interval
[CI], 0.52–0.99) [1].
In a similar time frame (2005–2007) we
retrospectively reviewed 289 patients with
SA-BSI in a 1200-bed hospital in Turin
and studied the risk factors for mortality
at 21 days after diagnosis. In our study,
ID consultation was deﬁned if written in
the medical records at any time during admission, in patients with SA-BSI.
The WalkAway system (Siemens,
Sacramento, California) was used for isolates identiﬁcation and antimicrobial susceptibility testing. Continuous variables
were compared with Student t test or the
Mann–Whitney U test (for non-normally
distributed variables). Categorical variables were evaluated with the χ2 or 2tailed Fisher exact test. ORs and 95%
CIs were calculated for all associations
that emerged. Two-tailed tests were used
to determine statistical signiﬁcance; a P
value of <.05 was considered signiﬁcant.
Multivariate analysis was used to identify
independent risk factors for mortality. A
logistic regression was used and only signiﬁcant variables at univariate analysis
were incorporated with a stepwise approach. Ethical committee approval was
waived due to the retrospective nature
of the study, which was approved by the
Medical Direction of the Hospital.

Table 1. Risk Factors Signiﬁcantly Associated With 21-day Mortality at Univariate and Multivariate Analysis
Variable n (%)

Non Survivors (n = 56)

Survivors (n = 233)

P Value

OR (95% CI)

Age >60 yr old

47 (83.9)

143 (61.4)

.002

NS

CVC removal
HCA infection

7 (12.5)
24 (42.9)

75 (32.2)
57 (24.5)

.0001
.0075

NS
NS

Charlson index Score (±SD)

4.50 (±2.13)

3.31 (±2.15)

.0003

NS

ID consult
Severe sepsis

3 (5.4)
44 (78.6)

44 (18.9)
36 (15.5)

.012
.0001

0.172 (0.031–0.951)
3.55 (1.176–10.796)

Septic shock

38 (67.9)

6 (2.6)

.0001

46.536 (9.549–226.78)

Admission <6 mo before BSI

37 (66.1)

119 (51.1)

.003

3.370 (1.052–10.796)

In our study, 62% of patients were male
(n = 180), with a median age of 67 years
old, a median Charlson index of 3.5; 54%
of patients were admitted within the preceding 6 months; 150 (51.9%) had a methicillin-resistant Staphylococcus aureus
(MRSA) BSI and 69% were represented
by nosocomial infections. The median
length of stay was 39 days; 53% of patients
had a central venous catheter (CVC) at diagnosis, which was removed in 54% of
cases. The 21-day mortality was 19.4%
(56), and the risk factors for mortality
are reported in Table 1.
Bedside ID consultation was performed
in 47 patients (16.3%), and the ID consult
was signiﬁcantly associated with survival
(5.4% vs 18.9%; P = .012), a ﬁnding conﬁrmed by multivariate analysis (OR,
0.72; 95% CI, .031–.951), together with severe sepsis or septic shock and previous
hospitalization [3.55 (1.176–10.796); OR
46.536 (9.549–226.78) and 3.370 (1.052–
10.796), respectively] (Table 1).
These data strengthen the ﬁndings by
Bai et al and illustrates the value of ID
consultation as studied before the publication of ofﬁcial Infectious Diseases Society of America guidelines for management
of SA-BSI and management of infections

1034

•

CID 2015:61 (15 September)

•

associated to CVCs [2, 3]. These data conﬁrm the great value of a bedside ID consultation in SA-BSI to optimize drug
choice, dosage, and duration of treatment
in patients with MRSA as well as methicillin-sensitive Staphylococcus aureus
infections but also for the correct management of CVCs and to exclude metastatic complications with appropriate
imaging studies. Treatment of SA-BSI is
a signiﬁcant part of any antimicrobial
stewardship programs, which should be
implemented in any hospital. In the antimicrobial stewardship era, start smart
with SA-BSI [4]!There are multiple opportunities to optimize treatment and
outcome, focusing on diagnosis.
Note
Potential conﬂicts of interest. All authors:
No reported conﬂicts.
All authors have submitted the ICMJE Form
for Disclosure of Potential Conﬂicts of Interest.
Conﬂicts that the editors consider relevant to the
content of the manuscript have been disclosed.

Silvia Corcione, Nicole Pagani, Nicola Forni,
Giovanni Di Perri, and Francesco G. De Rosa
Department of Medical Sciences,
University of Turin, Infectious Diseases Clinic at
the Amedeo di Savoia Hospital, Italy

CORRESPONDENCE

References
1. Bai AD, Showler A, Burry L, et al. Impact of
infectious disease consultation on quality of
care, mortality, and length of stay in Staphylococcus aureus bacteremia: results from a large
multicenter cohort study. Clin Infect Dis 2015;
60:1451–61.
2. Liu C, Bayer A, Cosgrove SE, et al. Clinical practice guidelines by the Infectious
Diseases Society of America for the treatment of methicillin-resistant Staphylococcus
aureus infections in adults and children: executive summary. Clin Infect Dis 2011; 52:
285–92.
3. Mermel LA, Allon M, Bouza E, et al. Clinical
practice guidelines for the diagnosis and
management of intravascular catheter-related
infection: 2009 Update by the Infectious Diseases Society of America. Clin Infect Dis
2009; 49:1–45.
4. Ashiru-Oredope D, Sharland M, Charani E,
McNulty C, Cooke J; ARHAI Antimicrobial
Stewardship Group. Improving the quality of
antibiotic prescribing in the NHS by developing
a new antimicrobial stewardship programme:
Start Smart–Then Focus. J Antimicrob Chemother 2012; 67:i51–63.
Correspondence: Francesco G. De Rosa, MD, Associate Professor, Infectious Diseases, Department of Medical Sciences, University of Turin, Italy Ospedale Amedeo di Savoia Corso Svizzera
164, 10149 Turin, Italy (francescogiuseppe.derosa@unito.it).
Clinical Infectious Diseases® 2015;61(6):1033–4
© The Author 2015. Published by Oxford University Press
on behalf of the Infectious Diseases Society of America. All
rights reserved. For Permissions, please e-mail: journals.
permissions@oup.com.
DOI: 10.1093/cid/civ458

Downloaded from https://academic.oup.com/cid/article/61/6/1033/452519 by University of Torino user on 16 April 2021

Abbreviations: BSI, bloodstream infection; CI, confidence interval; CVC, central venous catheter; HCA, healthcare-associated; ID, infectious diseases; NS, not significant;
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