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For additional information, call 1-800-323-0000 or visit BESIVANCE.com

BESIVANCE™ should not be injected into the eye or used systemically. As with other anti-infectives, prolonged use of BESIVANCE™ 
may result in overgrowth of non-susceptible organisms leading to super-infection. Patients should not wear contact lenses if they 
have signs or symptoms of bacterial conjunctivitis or during the course of therapy with BESIVANCE™. At the fi rst sign of an allergic 
reaction patients should discontinue use immediately and contact their physician. 

The most common adverse events in clinical trials were conjunctival redness, blurred vision, eye pain, eye irritation, eye pruritus 
and headache, reported in approximately 1-2% of patients 1 year and older. Safety and effectiveness in infants <1 year of age 
have not been established. 

Please see brief summary of full prescribing information for BESIVANCE™ on the adjacent page.

*DuraSite®.
†Effi cacy for this organism was studied in fewer than 10 infections.

Reference: 1. Besivance™ Prescribing Information, April 2009.
DuraSite is a registered trademark of InSite Vision Inc.   BESIVANCE is a trademark of Bausch & Lomb Incorporated.

BESIVANCE™ is indicated for the treatment of bacterial conjunctivitis caused by susceptible isolates of the following bacteria: 
CDC coryneform group G, Corynebacterium pseudodiphtheriticum,† Corynebacterium striatum,† Haemophilus infl uenzae, Moraxella lacunata,† Staphylococcus 
aureus, Staphylococcus epidermidis, Staphylococcus hominis,† Staphylococcus lugdunensis,† Streptococcus mitis group, Streptococcus oralis, Streptococcus 
pneumoniae, Streptococcus salivarius.† 1

Indication

Visible suspension 
in 5-mL supply

Large Bottle

TID for 7 days, with 4 to 
12 hours between doses1

Flexible Dosing 

Developed exclusively for 
the eye—not intended for 
systemic use1

Non-systemic

Formulated with 
mucoadhesive 
technology*1

Doctor Strong,
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When treating bacterial conjunctivitis, 

      choose the therapy that’s...

Proven effective against a broad 
spectrum of ocular pathogens1

Proven Effi cacy

Unique Formulation

Important safety information about BESIVANCE™
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Majority of MRSA Is Now Community Acquired 

B Y  B R U C E  J A N C I N

FROM THE ANNUAL EUROPEAN CONGRESS OF

CLINICAL MICROBIOLOGY AND INFECTIOUS

DISEASES

V I E N N A —  Community-acquired
methicillin-resistant Staphylococcus aureus
as a proportion of all MRSA infections
tripled in a recent 10-year period in the
United States, according to a large national
study. 

This rise in community-acquired
MRSA (CA-MRSA) has occurred across
all age groups, in all types of S. aureus
infections, all geographic regions of the
country, and both inpatient and out-
patient settings, Dr. Robertino M. Mera
reported. 

At the hospital level, the incidence of
CA-MRSA has increased faster than hos-
pital-acquired-MRSA (HA-MRSA). The
rate of U.S. hospital discharges for HA-

MRSA infections has gone from
3.2/1,000 discharges in 1998 to 4.8/1,000
in 2007, a modest albeit statistically sig-
nificant increase. Meanwhile, the rate of
discharges for CA-MRSA has shot up
eightfold, from 0.4/1,000 to 3.3/1,000. 

The biggest changes in CA-MRSA
trends, however, have occurred in chil-
dren and in skin and soft tissue infections. 

While CA-MRSA accounted for less
than 5% of all S. aureus infections in U.S.
children under age 15 years in 1998, the
proportion jumped to 45% a decade lat-
er. By 2007, 82% of all MRSA infections
in U.S. children under age 15 years had
the CA-MRSA phenotype. 

“This is quite remarkably high,” ob-
served Dr. Mera of GlaxoSmithKline,
Durham, N.C. 

Moreover, 86% of all MRSA isolates
obtained from abscesses in 2007 were
CA-MRSA, as were 75% of those from
wounds. CA-MRSA has replaced hospi-
tal-acquired MRSA as the source of most
skin and soft tissue hospital infections. 

In contrast, by 2007 CA-MRSA ac-
counted for 30% of all MRSA sputum
samples and 44% of blood samples.

Dr. Mera presented an analysis of
824,307 S. aureus isolates obtained from
across the United States in 1998-2007.
The analysis utilized The Surveillance
Network (TSN) database and National
Hospital Discharge Survey data. 

In 1998, MRSA accounted for 33% of
all S. aureus infections. This proportion
climbed steadily during the following
decade, reaching 54% in 2007. Mean-
while, the proportion of CA-MRSA with-
in all MRSA infections jumped from 22%
in 1998 to 66% in 2007. 

In 1998 there were large age group dif-
ferences in the proportion of S. aureus in-

fections due to MRSA. Among pa-
tients older than 65 the figure was
47%, while in children younger than
15 years it was just 13%. By 2007,
however, MRSA accounted for ful-
ly 47% of all S. aureus infections in
children and 57% in the elderly.
Among patients aged 16-44 years,
the proportion of S. aureus infec-
tions due to MRSA climbed from
23% to 55% during the decade. 

In 1998, CA-MRSA accounted
for a mere 7.3% of all S. aureus iso-
lates. By 2007, this figure rose to
35.6%. This increase was achieved
by CA-MRSA replacing hospital-
acquired MRSA strains, and to an
even greater extent by replacing
methicillin-susceptible S. aureus
(MSSA), which accounted for 67%
of all S. aureus infections in 1998
but only 46% a decade later. ■

Eighty-two
percent of all
MRSA infections
in U.S. children
under age 15 had
the CA-MRSA
phenotype. 

DR. MERA

Major Finding: U.S. hospital discharges for
CA-MRSA over a 10-year period went up 
eightfold, from 0.4/1,000 to 3.3/1,000.

Data Source: An analysis of 824,307 
S. aureus isolates obtained from 1998 to
2007 in the TSN Network surveillance data-
base and National Hospitalization Discharge
Survey data.

Disclosures: The study was supported by
GlaxoSmithKline, which employs Dr. Mera.
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