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patients deserve care that is founded on the best 
evidence available. Cost-to-benefit ratio discussions 
were deliberately avoided in the 2003 guidelines, as 
Canadian data are absent, and most literature in this 
area is based on economic models from other coun-
tries that are not relevant to the Canadian health 
care system. The evidence clearly demonstrates that 
early identification of risk and aggressive therapeutic 
interventions reduce morbidity and mortality. Yet, as 
Dr Jayabarathan points out, comprehensive diabetes 
care is expensive. It is important to note, however, 
that the 2003 guideline recommendations are based 
on evidence, not on the prevailing political approach 
to disease management. In 2004, it appears that pol-
icies on drug and other treatment coverage are out 
of step with the evidence.

Finally, Dr Jayabarathan questions whether the 
more than 900 references in the guidelines consti-
tute sufficient evidence on which to base our rec-
ommendations, then suggests we should ignore 
the available evidence and rely on “best practice” 
and “fiscal realities” to guide how we manage 
our patients. The CDA guidelines will not sat-
isfy her wish for a best practice guide based on 
cost-to-benefit ratios, but the guidelines do offer 
those physicians who are committed to practising 
evidence-based medicine a wealth of information 
on how to prevent, detect, and manage this com-
plex, prevalent, and serious disease.

—Stewart B. Harris, MD, MPH, FCFP, FACPM
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Unnecessary use  
of ceftriaxone?

We were disappointed with the short report1 
published in the April issue of Canadian 

Family Physician advocating the broad use of paren-
teral ceftriaxone in cellulitis resulting from mammal 
bites. The authors use overly broad inclusion criteria 
and have no appropriate control group. They demon-
strate that ceftriaxone is effective for treating celluli-
tis but fail to show that it has any benefit over other 
options, including cheaper and easier-to-use oral 
agents. Unnecessary use of parenteral antibiotics 
has been identified as a source of increased expense 
and emergency department visits, as well as avoid-
able inconvenience and discomfort for patients.2,3

The criteria for including patients in this series was 
“moderate-to-severe acute infections inflicted by dogs 
or cats.…” The authors define moderate-to-severe as 

“impaired function in the limb and swelling, erythema, or 
purulent discharge in the bite or scratch area.”1 These cri-
teria would include many patients with uncomplicated 
mild cellulitis, in addition to the moderate-to-severe infec-
tions the study claims to be targeting. The authors do 
not present any information (such as systemic symptoms, 
lymphangitis, or size of affected area) to support their 
claim that the patients they were treating had moderate-
to-severe infections. Guidelines for grading the severity of 
cellulitis do exist and could be used for this purpose.4-6
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The authors state that the results were excellent, 
with no hospitalizations and no complications in the 
patients treated with ceftriaxone. We have no idea 
how important this finding is. The authors present 
data from previous studies to suggest this represents 
an improvement. The historical ranges they present 
for both hospitalizations (0 to 35%) and complica-
tions (0 to 48%), however, are exceedingly wide and 
include zero. We have no way of knowing whether 
the populations in these previous studies are anything 
like the patients they treated with ceftriaxone. Given 
the poorly defined patient population and the lack 
of reasonable comparators, it is inappropriate for the 
authors to suggest this treatment protocol will save 
money through a “reduced rate of hospitalizations.” 
No data here can reasonably support that conclusion.

Infections following animal bites do indeed harbour 
different pathogens than those seen in cellulitis due to 
other causes and do require different antimicrobials. 
However, following appropriate adjustment of antibiot-
ics, the clinical course of these infections is similar.

Without evidence to suggest otherwise, we sus-
pect many of these patients had mild-to-moderate 
cellulitis and would have responded well to oral anti-
biotics. Review of the literature suggests that 90% of 
patients with cellulitis will respond to appropriate 
initial therapy. Close follow up is indicated to ensure 
that the 10% that fail to respond are identified, and 
a decision is made regarding the initiation of paren-
teral therapy or referral for further assessment.

Using the “study design” and logic employed in 
this article, one could show that many different par-
enteral antibiotics treat cellulitis effectively while 
costing less than a day in hospital. Although cef-
triaxone is the appropriate agent in cases where 
parenteral therapy is indicated, intravenous or intra-
muscular therapy is not always warranted. Parenteral 
antibiotics all cost much more than a course of oral 
therapy and are unnecessary for most patients.

—Sam G. Campbell, MB BCH, CCFP(EM)
—Merril Pauls, MD, MHSC, CCFP(EM)

Halifax, NS
by e-mail

PS: We also note the absence of any reference to 
whether research ethics approval was obtained 
before initiation of this treatment protocol.
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Response

I thank Drs Campbell and Pauls for directing us 
to four papers (all of which were reviews, opin-

ions, and commentaries rather than studies) sup-
porting our determination that parenteral, not oral, 
antibiotics were warranted for the initial therapy of 
our patients with infected dog and cat bites. All of 
our patients had cellulitis for more than 18 hours, 
severe pain, more than 5 cm breadth of erythema, 
a rapidly advancing edge of cellulitis, and involve-
ment of the distal aspects of the limbs. According 
to the authors of the papers cited by Campbell and 
Pauls (their references 2 to 5), these characteris-
tics define all of our reported patients as Grade 
(or Class) II to IV and as candidates for parenteral 
antibiotic therapy.

I agree that antibiotics must be prescribed with 
care to maximize benefit and minimize risk of 
side effects and bacterial resistance. Being careful 
involves choosing antibiotics that have a reasonable 
chance of success because they target the offending 
organisms and their dose and route of administra-
tion achieve effective concentrations at the site of 
infection. For infected animal bites, ceftriaxone sat-
isfies both concerns.

Our paper demonstrated ceftriaxone’s effective-
ness as initial therapy of moderately to severely 
infected bites, none of which was mild or trivial 
when classified according to established criteria 
(their references 2 to 5). It might be that the newer 
oral fluoroquinolones are as effective as ceftriax-
one, less expensive, and more convenient. But it 
will be important to test that hypothesis by con-
trolled observation in case these new oral agents 
are less effective or less well tolerated.

—Ross A. Pennie, MD, FRCPC


