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I N T E R N A L
M E D I C I N E

Does Prior
Hospitalization
Predict Antibi-
otic Resistance?

Recent hospitalization is an
underrecognized risk factor
for ineffective empiric an-
tibiotic therapy, according
to a prospective cohort
study by researchers from
Duke University Medical
Center, Durham, NC and
Monash Medical Centre,
Clayton, Victoria, Australia.
They analyzed 466 inpatient
episodes of bloodstream 
infection that occurred at
three North Carolina hos-
pitals over a four-month 
period, looking for connec-
tions between poor out-
comes and patients’ recent
contact with various health
care settings.

The researchers catego-
rized the infections as
health care-associated,
nosocomial, or commu-
nity-acquired. Health care-
associated infections were
those that developed within
48 hours of admission in
patients who had received
outpatient intravenous
therapy, home health care,
or renal dialysis in the past

month or had been admit-
ted to an acute care hospi-
tal or long-term care facility
for at least two of the previ-
ous 90 days. Other infec-
tions that developed within
48 hours of admission were
considered to be commu-
nity-acquired; those that 
developed more than 48
hours after admission were
classified as nosocomial. 

According to these 
criteria, 178 infections
(38%) were health care-
associated, 156 (33%) were
nosocomial, and 132 (28%)
were community-acquired.
Compared with commu-
nity-acquired infections,
health care-associated in-
fections were three times
as likely to receive ineffec-
tive initial antibiotic therapy.
Among the various encoun-
ters that defined the health
care-associated category,
only acute hospitalization
within the past 90 days inde-
pendently predicted ineffec-
tive empiric therapy.

The researchers specu-
late that colonization with
resistant microorganisms
during the earlier admis-
sion predisposed these 
patients to subsequent 
infection with resistant or-
ganisms. Moreover, they
say, clinicians didn’t recog-
nize the prior hospitaliza-

tion as a risk factor for 
resistant infection.

Source: Arch Intern Med.
2005;165:308–313.

P A L L I A T I V E C A R E

Alcohol 
Withdrawal in
Terminal Cancer
In patients with advanced
cancer, terminal restless-
ness or agitated delirium
may be due to multiple
causes, including disease
or drug effects on the cen-
tral nervous system and
organ dysfunction. While
alcohol withdrawal also is
recognized as a possible
contributor, its role may 
be underrated, say clini-
cians from Redcliffe Hospi-
tal, Queensland, Australia. 

They report on five pa-
tients for whom alcohol
withdrawal was a major
factor in terminal restless-
ness. Each had a long his-
tory of heavy drinking (six
to eight standard drinks
per day). One had stopped
drinking two months ear-
lier, but the clinicians point
out that alcohol with-
drawal symptoms can con-
tinue for six to 12 months. 

In the first four cases,
patients’ agitation and rest-

lessness abated only in the
last few days of life with
continuous infusions of high
dose opioid and sedating
agents (such as morphine,
midazolam, and phenobar-
bitone). Recognizing the
prevalence of alcohol with-
drawal in their patient pop-
ulation, however, the
clinicians were able to as-
sess the fifth patient’s sit-
uation earlier and prescribe
an outpatient regimen of
oral agents. This regimen
controlled the patient’s
symptoms and allowed him
to care for himself at home
until his last 24 hours.

Although palliative care
staff may feel uncomfort-
able asking terminal pa-
tients about current or past
alcohol use, the clinicians
recommend that all such
patients be assessed for-
mally. And when alcohol
withdrawal is suspected,
they advocate early use of
a continuous subcutaneous
infusion of midazolam,
with subcutaneous pheno-
barbitone as needed. In this
setting, they say, adjuvant
analgesic and anti-inflam-
matory medications and
psychosocial support are
unlikely to be effective. ●

Source: J Pain Symptom 
Manage. 2005;29:104–108.
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