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TO THE EDITOR: As the infection control chair 
at a 25-bed critical access hospital, I read this 
article on pyelonephritis with interest. I am 
concerned about the message that primary 
care physicians might receive from your 
choice of wording in the abstract: “Practice 
guidelines recommend oral fluoroquino-
lones as initial outpatient therapy if the rate 
of fluoroquinolone resistance in the com-
munity is 10 percent or less. If the resistance 
rate exceeds 10 percent, an initial intrave-
nous dose of ceftriaxone [Rocephin] or gen-
tamicin should be given, followed by an oral 
fluoroquinolone regimen.” Although factu-
ally accurate, this statement may discourage 
busy physicians from consulting local anti-
biograms to ensure excellent treatment. It is 
counterproductive to mention a specific 
class of antibiotics when awareness of the 
local antibiogram is the first decision point 
in the process.

In our community, as in most, Escherichia 
coli makes up the majority of pathogens 
in healthy young women. Our resistance 
rates are nearly 25 percent for f luoroqui-
nolones and 4 percent for cephalosporins. 
These rates are similar to those in many 
other communities in this country, and 
research is revealing escalating f luoroqui-
nolone resistance.1,2 Less savvy prescribers 
often tell me they use f luoroquinolones 
because that is the recommendation, not 
reading the subsequent caveat. I suggest 
an alternative approach—emphasizing the 
importance of relying on local antibiogram 
patterns and allowing for appropriateness 
of multiple classes of drugs. Doing so would 
improve the quality of care by decreasing 

the likelihood of inappropriate prescribing 
and poor antibiotic stewardship.
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IN REPLY: We are pleased that our article has 
stimulated interest in this topic, and agree 
that local antibiograms can reduce inappro-
priate antibiotic prescribing. 

Dr. Lambke is concerned about the mes-
sage physicians might receive from our choice 
of wording on prescribing antibiotics for the 
treatment of pyelonephritis. As he notes, this 
is faithful to the guidelines from the Infec-
tious Diseases Society of America (IDSA).1 
We doubt that rephrasing would persuade 
a physician who is not focused on prop-
erly following this guideline to do other-
wise. The IDSA guidelines do not offer an 
alternative approach for physicians who are 
too busy to check the local antibiogram, as 
recommended. 

We believe that awareness of the local 
antibiogram is implicitly necessary to fol-
low these guidelines. Unfortunately, the 
typical local antibiogram is from the local 
hospital and amalgamates all E. coli and 
other isolates, regardless of specimen type, 
host demographics, clinical syndrome, and 
patient location (e.g., intensive care unit, 
emergency department, inpatient ward, 
clinic). Because susceptibility patterns can 
vary considerably according to these factors, 
physicians need cumulative susceptibility 
data derived from the relevant patient popu-
lation for optimal prescribing. Such data are 
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rarely available, even to physicians who are motivated to 
incorporate them into their decision making.

Ultimately, we are responsible for our own prescribing 
habits. How journal articles or guidelines are written is 
unlikely to change behaviors unless the reader wishes to 
change. 
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Corrections
The article, “End-Stage Renal Disease: Symptom Man-
agement and Advance Care Planning” (April 1, 2012, 
page 705), contained two errors. In Table 3 on page 708, 
the dosage for fentanyl was incorrectly listed as 12.5 mg. 
The correct dosage for fentanyl is 12.5 mcg intravenously 
or subcutaneously every two hours as needed. The brand 
name Duragesic was also incorrectly added to fentanyl in 
Table 3, and in several locations throughout the article. 
Fentanyl should have been listed without a brand name. 
The online version of this article has been corrected.

In the “Cochrane for Clinicians” titled “Opioid Antago-
nists for the Treatment of Alcohol Dependence” (Novem-
ber 1, 2011, page 990), the relative risk and confidence 
interval for oral naltrexone reducing the risk of return to 
heavy drinking were incorrect in the second paragraph of 
the right-hand column on page 990 and in the abstract 
on page 991. The text should have read: “Compared with 

placebo, oral naltrexone reduced the risk of return to 
heavy drinking by 17 percent (relative risk [RR] = 0.83; 
95% confidence interval [CI], 0.76 to 0.90)… .” In the 
“Main Results” section of the abstract, the first sentence 
should have read: “Based on a total of 50 randomized 
controlled trials with 7,793 patients, naltrexone reduced 
the risk of heavy drinking to 83 percent of the risk in the 
placebo group (relative risk [RR] = 0.83; 95% confidence 
interval [CI], 0.76 to 0.90)… .” The online version of this 
article has been corrected. 

The article, “Treatment and Prevention of Kidney 
Stones: An Update” (December 1, 2011, page 1234), and 
the accompanying patient education handout, “Prevent-
ing Kidney Stones with Diet and Nutrition” (December 
1, 2011, page 1243), contained multiple errors. In the 
first full paragraph of the right-hand column on page 
1236, the second sentence listed “black race” as a tra-
ditional risk factor for chronic kidney disease. The sen-
tence should have read: “Persons with kidney stones are 
more likely to have traditional risk factors for chronic 
kidney disease (e.g., hypertension, preexisting kidney 
disease, diabetes, proteinuria, albuminuria).”  The first 
line of Table 4 (page 1237) under the “Type of medica-
tion” column should have listed “Agents that decrease 
uric acid production” rather than “Agents with uricosu-
ric properties.” Two of the section headers on page 1241 
contained incorrect words: “How can urine be alkalin-
ized (decrease urine pH)?” should have read “How can 
urine be alkalinized (higher urine pH)?” and “How can 
urine be acidified (increase urine pH)?” should have 
read “How can urine be acidified (lower urine pH)?” 
In the patient education handout, the section on “Uric 
Acid Stones” at the bottom of the right-hand column 
on page 1243 was misleading regarding the formation 
of uric acid stones and the effect of citrus juice on urine. 
The paragraph should have read: “Uric acid stones 
form in acidic urine and account for approximately 17 
percent of kidney stones. Alkalinizing the urine with 
citrus juice, decreasing protein intake, avoiding beer and 
alcohol, and reducing fructose intake are all opportuni-
ties for prevention. Do not drink cranberry juice or take 
betine—both of these will acidify the urine.” The online 
versions of this article and patient education handout 
have been corrected. ■


