Intensive Care Med (2019) 45:243-245
https://doi.org/10.1007/s00134-018-5272-z

WHAT’S NEW IN INTENSIVE CARE

Infectious diseases: the 10 common

truths | never believed

@ CrossMark

Jordi Rello"?"®, Emine Alp? and Kalwaje Eshwara Vandana*

© 2018 Springer-Verlag GmbH Germany, part of Springer Nature and ESICM

The field of infectious diseases has caught us with many
surprises. Even in the time of modern medicine, evolu-
tionary perspectives on disease biology and manage-
ment have continued to challenge us from time to time
(Fig. 1). Integration of knowledge from various fields of
science has opened an exciting arena, ruffling our beliefs
learned in medical schools or during practice of clinical
medicine. Ten selected topics that developed under the
influence of certain evolutionary factors in medicine are
presented in Table 1.

Most reports have consistently reported Streptococcus
pneumoniae as the leading cause of community-acquired
pneumonia. However, a recent study performing sen-
sitive molecular assays has analyzed the prevalence of
viruses as the cause of severe pneumonia requiring hos-
pitalization and suggesting that rhinovirus is the most
prevalent organism [1]. Current management should
include the use of multiplex PCR for respiratory viruses
in severe episodes, and antiviral therapy (Cidofovir) or
enriched immunoglobulins may emerge as new therapies.

For decades, identification and subsequent antimi-
crobial susceptibility testing have consistently required
at least 48-72 h to be informative. Subsequent to the
introduction of matrix-assisted laser desorption ioni-
zation-time of flight mass spectrometry (MALDI-TOF
MS) for routine diagnostic microbiology, identification
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of bacteria from blood culture is possible as soon as 6 h
with a major clinical outcome benefit [2]. Further studies
should incorporate rapid diagnostic tests as point of care
to identify resistant phenotypes at the bedside.

It is highly suggested to avoid the use of antimicrobi-
als that have tested resistant in vitro. However, for certain
infections by carbapenem-resistant Klebsiella pneumo-
niae for which alternative therapeutic options are not
available or not proven successful, it is recommended to
review the therapy based on minimum inhibitory con-
centrations (MICs) of carbapenems. For isolates with
MICs between 4 and 8 mcg/ml, or even up to 16 mcg/
ml, recent reports have suggested that high-dose and
extended infusion of carbapenem is a good option when
combined with a susceptible agent (such as tigecycline,
colistin or fosfomycin) [3]. Recent reports also suggest
that the double carbapenems, combining ertapenem-
meropenem, could be effective for therapy of infections
by carbapenemase-producing K. pneumoniae [4].

Traditionally, randomized controlled trials with adju-
vant therapy to treat sepsis have not considered the
need to personalize prescriptions. Some reports have
recently demonstrated that the response to therapy
would be very different in some subsets of patients. Fur-
ther studies should incorporate the newer suggestions
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*Factors are not representative of timeline
Fig. 1 Potential factors* contributing to the surprises in infectious diseases presented in the article

Table 1 Ten surprises in infectious diseases
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Respiratory viruses are common causes of community-acquired pneumonia requiring hospitalization

MALDI-TOF significantly reduces the time to organism identification in blood

Carbapenenem-resistant Klebisella pneumoniae can be treated with carbapenems

Identification of drug response phenotypes helps to understand different responses in patients with sepsis

Weak evidence to support gerosolization of antimicrobials in respiratory infections

Oral cleansing with chlorhexidine may be harmful in intubated patients

Colistin is not the solution to treating MDR Gram-negative organisms

Therapeutic drug monitoring is required to optimize dosage in bacterial and fungal infections in mechanically ventilated patients

Invasive aspergillosis is a life-threating complication after viral pneumonia

Pulmonary manifestations are more common complications than bleeding when managing Ebola virus disease (EVD) outside of low- and middle

income countries

and perspectives recommended in a position paper from
ESCMID toward a personalized management of sepsis
[5].

Oral care with chlorhexidine is a cornerstone across
many care bundles to prevent ventilator-associated
pneumonia. However, recent evidence suggests oral
chlorhexidine care may increase the risk of death in gen-
eral hospital populations. There is also a lack of signifi-
cant risk reduction for ventilator-associated pneumonia
(VAP) among non-cardiac surgery patients, provoking
reconsideration of routine use of chlorhexidine [6, 7].

Following the indication of drugs, such as aztreonam or
tobramycin in cystic fibrosis subjects, as aerosolization
to treat/prevent respiratory infections, many intensivists
have used these agents in the form of aerosolization in
mechanically ventilated patients to treat ventilator-asso-
ciated tracheobronchitis or pneumonia. Until recently,
it was considered a potential improvement for patients
with MDR Pseudomonas or Acinetobacter infections [8].

Observational studies suggested potential efficacy with
few reports of adverse events. However, weak evidence
was found when focusing on mechanical ventilation.
These studies reported a non-negligible risk of bronchos-
pasm, hypoxemia and other respiratory complications.
As a consequence, in a position paper the ESCMID con-
sidered that the evidence of efficacy was weak and the
risk of respiratory adverse events not negligible [9]. Use
of mesh-membrane nebulizers and implementation of
a standardized research protocol are required. Further
studies should use pre-defined clinical outcomes as end
points.

A recent study in Acinetobacter baumannii VAP
reported that adding a loading dose of colistin did not
improve pre-defined outcomes but was associated with
nephrotoxicity [10]. Other authors agree on the risk of
nephrotoxicity due to the low therapeutic margin of poly-
myxin/colistin when administered for severe MDR infec-
tions [11]. Moreover, a recent study on pneumonia by
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MDR Pseudomonas failed to demonstrate improved mor-
tality when colistin (or amikacin) was administered in a
cohort of mechanically ventilated patients with pneu-
monia caused by strains highly resistant to carbapenems
(MICy, 16 mg/1) [12]. These patients should receive alter-
native agents such as ceftolozane-tazobactam, and newer
antimicrobials are required. Progression of colistin-sus-
ceptible to -resistant strains under antibiotic exposure is
increasingly reported in clinical settings, supported by
sequencing studies showing high-frequency mutations
occurring under selection pressure.

The DALI study was a multicenter observational study
conducted in a network of European intensive care units
(ICUs), which demonstrated that many patients exposed
to label doses of cephalosporins present suboptimal
plasma levels falling below PK/PD targets [13]. This is
due, in part, to the increase in the volume of distribution
associated with mechanical ventilation and septic shock.
As a consequence, personalization of dosage in the form
of higher dosing, extended infusion or even continuous
infusion (for time-dependent drugs) is currently advised.

Pandemic influenza has resulted in better availability of
diagnostic techniques for respiratory viruses, which are
currently implemented in most ICUs. As a consequence,
many episodes of severe pneumonia previously diag-
nosed as unknown cause have been identified. In paral-
lel, administration of oseltamivir to these patients has
become standard of care, whereas it was unlikely prior to
the 2009 pandemic influenza. A subset of patients with
low CD4/CD18 and thrombocytopenia has been associ-
ated with further complications by invasive pulmonary
aspergillosis [14]. Preemptive posaconazole adminis-
tration in those with severe lymphocytopenia has been
suggested, and the efficacy should be assessed in further
randomized clinical trials.

Management of Ebola virus disease (EVD) has been
traditionally limited by the scarce resources of countries
where outbreaks occur. The past epidemic outbreak in
western Africa has been associated with some patients
repatriated to Europe or secondary cases. These subjects
were managed in well-equipped ICUs. As a consequence,
surviving patients presented better resuscitation strate-
gies; thus, pulmonary edema and acute respiratory dis-
tress syndrome have acquired relevance [15].

Author details

!'Vall d’Hebron Barcelona Campus Hospital, Ps Vall d'Hebron 119. AMI- 14a
Planta, 08035 Barcelona, Spain. 2 CIBERES, Instituto Salud Carlos Ill, Madrid,
Spain.  Erciyes University, Kayseri, Turkey. 4 Kasturba Medical College, Manipal
Academy of Higher Education, Manipal, India.

Acknowledgements

Authors acknowledge the participation of experts who helped in the choice
of the selected topics: Marcio Sa Borges, Rafael Zaragoza, Ricard Jorda and
Yolanda Pefa-Lopez.

Compliance with ethical standards

Conflicts of interest
The authors declare that they have no conflict of interest.

Received: 1 June 2018 Accepted: 5 June 2018
Published online: 22 June 2018

References

1.

Jain S, Self WH, Wunderink RG et al (2015) Community-acquired pneumo-
nia requiring hospitalization among US adults. N Engl J Med 373:415-
427. https://doi.org/10.1056/NEJMoa1500245

Delport JA, Strikwerda A, Armstrong A et al (2017) MALDI-ToF short
incubation identification from blood cultures is associated with reduced
length of hospitalization and a decrease in bacteremia associated mortal-
ity. Eur J Clin Microbiol Infect Dis 36:1181-1186. https://doi.org/10.1007/
$10096-017-2906-y

Daikos GL, Markogiannakis A (2011) Carbapenemase-producing
Klebsiella pneumoniae: (When) might we still consider treating with
carbapenems? Clin Microbiol Infect 17:1135-1141

De Pascale G, Martucci G, Montini L et al (2017) Double carbapenem as

a rescue strategy for the treatment of severe carbapenemase-producing
Klebsiella pneumoniae infections: a two-center, matched case-control
study. Crit Care. https://doi.org/10.1186/513054-017-1769-z

Rello J, van Engelen TSR, Alp E et al (2018) Towards precision medi-

cine in sepsis: a position paper from the European Society of Clinical
Microbiology and Infectious Diseases. Clin Microbiol Infect. https://doi.
org/10.1016/j.cmi.2018.03.011

Klompas M, Speck K, Howell MD et al (2014) Reappraisal of routine oral
care with chlorhexidine gluconate for patients receiving mechanical
ventilation: systematic review and meta-analysis. JAMA Intern Med
174:751-761. https://doi.org/10.1001/jamainternmed.2014.359
Deschepper M, Waegeman W, Eeckloo K et al (2018) Effects of chlo-
rhexidine gluconate oral care on hospital mortality: a hospital-wide,
observational cohort study. Intensive Care Med. https://doi.org/10.1007/
s00134-018-5171-3

Solé-Lleonart C, Rouby JJ, Blot S et al (2017) Nebulization of antiinfective
agents in invasively mechanically ventilated adults: a systematic review
and meta-analysis. Anesthesiology 126:890-908. https://doi.org/10.1097/
ALN.0000000000001570

Rello J, Solé-Lleonart C, Rouby JJ et al (2017) Use of nebulized antimicro-
bials for the treatment of respiratory infections in invasively mechanically
ventilated adults: a position paper from the European Society of Clinical
Microbiology and Infectious Diseases. Clin Microbiol Infect 23:629-639.
https://doi.org/10.1016/j.cmi.2017.04.011

. Alp E, Eren E, Elay G et al (2017) Efficacy of loading dose of colistin in

Acinetobacter baumannii ventilator-associated pneumonia. Infez Med
25:311-319

. Pogue JM, Ortwine JK, Kaye KS (2015) Editorial commentary: optimal

usage of colistin: are we any closer? Clin Infect Dis 61:1778-1780. https://
doi.org/10.1093/cid/civ723

. Borgatta B, Gattarello S, Mazo CA et al (2017) The clinical significance

of pneumonia in patients with respiratory specimens harbouring
multidrug-resistant Pseudomonas aeruginosa: a 5-year retrospective
study following 5667 patients in four general ICUs. Eur J Clin Microbiol
Infect Dis 36:2155-2163. https://doi.org/10.1007/510096-017-3039-2

. Roberts JA, Paul SK, Akova M et al (2014) DALI: defining antibiotic levels

in intensive care unit patients: are current B-lactam antibiotic doses suf-
ficient for critically il patients? Clin Infect Dis 58:1072-1083. https://doi.
org/10.1093/cid/ciu027

. Garcia-Vidal C, Barba P, Arnan M et al (2011) Invasive aspergillosis compli-

cating pandemic influenza A (H1N1) infection in severely immunocom-
promised patients. Clin Infect Dis 53:e16-e19. https://doi.org/10.1093/
cid/cir485

. UyekiTM, Mehta AK, Davey RT et al (2016) Clinical management of ebola

virus disease in the United States and Europe. N Engl J Med 374:636-646.
https://doi.org/10.1056/NEJMoa1504874


https://doi.org/10.1056/NEJMoa1500245
https://doi.org/10.1007/s10096-017-2906-y
https://doi.org/10.1007/s10096-017-2906-y
https://doi.org/10.1186/s13054-017-1769-z
https://doi.org/10.1016/j.cmi.2018.03.011
https://doi.org/10.1016/j.cmi.2018.03.011
https://doi.org/10.1001/jamainternmed.2014.359
https://doi.org/10.1007/s00134-018-5171-3
https://doi.org/10.1007/s00134-018-5171-3
https://doi.org/10.1097/ALN.0000000000001570
https://doi.org/10.1097/ALN.0000000000001570
https://doi.org/10.1016/j.cmi.2017.04.011
https://doi.org/10.1093/cid/civ723
https://doi.org/10.1093/cid/civ723
https://doi.org/10.1007/s10096-017-3039-z
https://doi.org/10.1093/cid/ciu027
https://doi.org/10.1093/cid/ciu027
https://doi.org/10.1093/cid/cir485
https://doi.org/10.1093/cid/cir485
https://doi.org/10.1056/NEJMoa1504874
Default User
Highlight

Default User
Highlight

Default User
Underline

Default User
Underline

Default User
Underline

Default User
Highlight

Default User
Underline

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Underline

Default User
Underline

Default User
Highlight

Default User
Underline

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight

Default User
Highlight


	Infectious diseases: the 10 common truths I never believed
	Acknowledgements
	References




